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About This Issue 


For the material in this special issue of the JouRNAL OF SOCIAL 
CASEWORK, we are indebted to the American Association of Medical 
Social Workers and the National Conference of Social Work, and for 
editorial assistance to Muriel Gayford, a member of our Advisory Com- 
mittee, who has acted as guest editor. All the papers in this issue were 
originally presented at the 1946 National Conference of Social Work, 
as explained by Miss Gayford in her editorial on page 325, and were 
made available to us by the A.A.M.S.W. 


Through this joint endeavor, the American Association of Medical 
Social Workers and the JOURNAL oF SociAL Casework are able to bring 
these excellent papers to the attention of a wide audience. Miss 
Gayford has been extremely helpful both in joining in the selection of 
articles and in editing the manuscripts. 
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The Psychosomatic Approach to Medical Diagnosis 
and Treatment 


H. M. Margolis, M.D. 


The author is Senior Attending Physician and Chief of Arthritis Department, Montefiore and 
St. Margaret Memorial Hospitals, Pittsburgh, Pa. 


RECOGNITION OF THE FACT that man has 
both a body and a mind is not new. The 
old-fashioned family doctor who knew his 
patient intimately, who knew his worries 
and his fears, his doubts and his struggles, 
his family and his entire background, 
sensed the important relationship between 
physical and emotional illness. He saw, 
in short, the effect of environmental pres- 
sure in creating the illness or retarding 
recovery. In this sense, the doctor of that 
time was aware of the psychosomatic rela- 
tionships in illness and tried to manage 
the patient as best he could with the 
knowledge and resources at his command. 

Then medical knowledge developed at 
an accelerated pace. Medical discoveries 
in bacteriology, pathology, surgery, bio- 
chemistry, and biophysics, with their poten- 
tiality for help to the sick, came as an 
overwhelming avalanche of medical prog- 
ress. ‘These advances were stirring; they 
had a mathematical precision that was 
unknown before; they literally swept away 
the existence of certain infectious diseases 
and created specific cures, hitherto un- 
dreamed of. All of them focused on the 
physical constitution of man and his ills 
‘and emphasized the accomplishments that 


could be achieved by physical means. 
Actually, medical literature dropped the 
word “man” and began to speak of the 
human organism, which was being studied 
so precisely and which could be manipu- 
lated so mechanically. In time, medical 
students and physicians came to regard this 
human organism as a biologic unit not 
different from the amoeba or the turnip. 
They forgot that the individual was more 
than a turnip; he was a biologic unit, it is 
true, but endowed with a highly sensitive 
nervous system that held in delicate bal- 
ance a highly complex emotional apparatus 
with a storehouse of memories, loves, hates, 
fears, feelings of security and anxiety. 
With overemphasis on medical special- 
ization that concentrated exclusively on the 
patient’s disease, physicians forgot the pa- 
tient as an individual and to that extent 
often failed to help him. The belief de- 
veloped that patients who complain of 
physical disability have either organic dis- 
ease, which was interpreted to mean that 
something was the matter, or a_psycho- 
neurosis, which was presumed to mean that 
nothing was the matter except that the 
patient was a nuisance. In the latter case, 
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the patient was perhaps comparatively for- 
tunate when he was only slighted; for the 
presumed organic disease was pursued with 
a zeal that led to repeated operations, 
physical investigations, and treatments that 
fixed in the individual, often forever, a 
disabling hypochondriasis. 

Fortunately, increasing knowledge of psy- 
chiatry, through scientific psychodynamic 
investigation, brought into modern medi- 
cine a renewed awareness of man as a 
human being. Without disparaging the 
advances in medical knowledge, we have 
come to recognize again that it is just as 
important to know what sort of patient has 
a disease as what sort of disease a patient 
has. Moreover, as the available scientific 
data relative to the psychodynamics of ill- 
ness become more generally known, there 
emerges a more precise analysis of the 
psychic component in illness and_ thus 
better integration of psychosomatic study 
and treatment. In this sense, present-day 
interpretation of illness, emerging as a 
result of scientific exploration of both 
physical and emotional factors, is far 
superior to the older, more or less intuitive 
appraisal of the psychic component in 
illness. 


Organic and Emotional Factors 

The emotional aspect of illness has not 
yet received the attention it deserves. In 
some 40 to 6o per cent of all patients who 
go to doctors, the illness is precipitated 
largely by an emotional disturbance. 
Approximately go per cent of these are 
admitted to general hospitals for treatment 
of conditions assumed to be largely organic 
in origin. 

The trouble has been that we have put 
too much emphasis on separating the so- 
called functional disturbances from the 
organic, a concept that is patently errone- 
ous. We know, now, that in most instances 
illness is both functional and organic and 
that the symptoms presented are in reality 
an expression of the interaction of the two, 
although the somatic component may pre- 
dominate in one case and the psychic in 
another. For, after all, manifestations of 
disease represent merely reactions of the 
human body to any disturbance in its total 
functional integrity. Nausea and vomiting 





Journal of Social Casework 


may appear as -a reaction to an organic 
obstruction at the outlet of the stomach, 
or to the toxic effect of spoiled food, or 
to the irritating effect of an unresponsive 
spouse. It is then a question of diagnostic 
acumen to discern whether the underlying 
disturbance is a structural (somatic) abnor- 
mality, a noxious physical agent, or an 
emouonal revolution. More important still 
is the fact that none of these possible causes 
of illness can long remain isolated. 

For example, the patient temporarily 
incapacitated physically by a fractured leg 
may develop feelings of anxiety or insecur- 
ity in relation to his job or his family. 
Thus he may add an emotional overtone 
to his problem of physical illness, even 
though he may have been a well integrated 
individual before this accident. The emo- 
tional aspect of such traumatic illness will 
naturally be more profound in a patient 
with emotional conflicts that had hitherto 
remained in a state of temporary compen- 
sation but are brought into the open by 
the impact of the traumatic experience. I 
have observed an impressive number of 
patients in whom a relatively minor trauma 
stirred into action a series of emotional 
disturbances previously only latent. Once 
set off, they progressed quickly, as if by 
a chain reaction, to produce physical and 
emotional deterioration hardly short of 
devastating. 

I recall a timid, insecure young woman 
who for years maintained fairly adequate 
compensation for her gastric neurosis 
through the support she had received from 
the kindly, paternal family doctor. She 
was working as a salesgirl when a bolt of 
material she had lifted fell on her wrist. 
The initial physical injury was trivial; the 
train of events that ensued was disastrous. 
She developed an acutely painful wrist and 
hand. Her anxiety mounted; signs of 
trophic disturbances appeared in the entire 
arm, pointing to implication of the auto- 
nomic nervous system. Pain developed in 
the shoulder; the bones of the wrist melted 
into an amorphous painful mass. Hoping 
to eliminate the pain, a surgeon fused the 
wrist, but although the fusion was tech- 
nically successful some pain remained and 
she complained also of the stiff, painful 
shoulder. That joint was operated on for 
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separation of adhesions, but again only 
partial relief was achieved. Because of the 
serious degree of incapacity and signs point- 
ing to involvement of the autonomic 
(sympathetic) nervous system, surgical sec- 
tion of the cervical sympathetic nerves on 
the affected side was carried out next, with 
only partial relief again, and the patient 
developed a new pain just below the opera- 
tive site. An attempt to inject this painful 
area with novocaine precipitated a physical 
and emotional collapse, with acute anxiety 
and palpitation. From this experience the 
patient retained chiefly the memory of the 
nurse’s remark that she could “ hardly feel 
the pulse.” This precipitated a cardiac 
neurosis, and so on and on there progressed 
in a properly sensitized individual an inter- 
minable emotional and physical disintegra- 
tion set off by relatively trivial injury. It 
points up in dramatic fashion how truly 
intertwined the physical and emotional 
attributes of illness can be. 

In another patient the illness was initi- 
ated by purely functional physiologic dis- 
turbances, activated by emotional conflicts, 
and culminated in a serious organic lesion. 
This man, emotionally starved in child- 
hood, an immigrant of meager education, 
and engaged in a compulsively aggressive 
career in business in which he was excep- 
tionally successful, was obviously compen- 
sating for his childhood insecurity. With 
increasing business success came increasing 
anxiety, mounting blood pressure, and 
attacks of angina pectoris. Investigation by 
a competent cardiologist established that 
these attacks, almost invariably precipi- 
tated by acute anxiety or hostility, were 
the result of spasm of the coronary arteries. 
For years, repeated examinations and elec- 
trocardiograms disclosed no evidence of 
organic disease of the coronary vessels. 
Repeatedly the patient was urged by his 
physician and family to attempt some re- 
organization of his pattern of living and 
work but, of course, to no avail. An attack 
of coronary occlusion ultimately super- 
vened and pointed up the organic damage 
forged by years of psychic conflict and its 
irresistible drive to achieve an unattainable 
security. 

We see the same manifestation in various 
types of arthritis in which chronic anxiety, 





emotional insecurity, compulsive drives to 
attain security through achievement, lead 
to depletion of physical energy reserves and 
result in a lowered resistance. Thus, the 
way is paved for infection or metabolic dis- 
orders precipitating the arthritis in those 
probably inherently susceptible. Or mild 
degenerative changes in joints, normal in 
the latter periods of life, are used as focal 
points for expressing feelings of depression 
or anxiety, Or, again, the psychogenic 
backache, the painful shoulder, the “ pains 
in the neck” and arms, express symboli- 
cally the weight of the load of subcon- 
sciously repressed emotional conflicts. 
And so either organic disease or conflict- 
ing drives may initiate illness, not as 
isolated phenomena, but as closely and 
inseparably interwoven factors. 


Derivation of Emotional Component 


The emotional component of illness is 
drawn largely from a vast storehouse of 
pattern reactions developed from the mo- 
ment of birth through the period of infancy 
and early childhood. During this crucial 
period of personality development the indi- 
vidual is exposed to many profound influ- 
ences: the parental figures, the family 
constellation, the demand of the infant for 
recognition of his consuming need—not 
always reasonable nor fully met—for secur- 
ity and love. Too often normal instinctual 
drives clash with codes of convention, 
morality, and ethics; the effects of their 
frustration are sharply etched in the emo- 
tional consciousness. Competition for ego 
recognition between the infantile person- 
ality and the various older members of 
the family is fraught with still further pos- 
sibility for emotional frustration. During 
this developmental period there may also 
enter important mechanisms such as emo- 
tional identification with a sick member of 
the family who has “ profited ” through ill- 
ness, or with the ego ideal, whose chief 
contribution was perhaps a vivid dramati- 
zation of his dyspepsia. 

In this general discussion it is impossible 
to trace in detail all the cross currents of 
emotional drives and the reactions they 
may engender, but no one can really appre- 
ciate the dynamics of emotional illness 
without recognizing that the emotional dif- 
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ficulty of the adult only reflects the basic 
patterns of adjustment or maladjustment 
in his earlier life. For this reason the 
interpretation of any given illness cannot 
be accurately made or effectively dealt with 
without due regard for the early, really 
basic pattern of emotional development. 

The personality of an individual is de- 
termined largely by his inherent constitu- 
tional endowment and its reaction to 
environmental pressures. When patterns 
of emotional development are analyzed in 
relation to these factors, it becomes evident 
that the individual may choose one of sev- 
eral ways of solving the emotional conflicts 
he encounters. The solution depends essen- 
tially on the force of the various factors in 
the equation. The poorly endowed find 
even the most ordinary and superficial pres- 
sures too hard to bear and subconsciously 
choose withdrawal from the life current 
as the easiest way out. These are the 
psychotics whose obvious manifestations 
present no difficult problem of classifica- 
tion as candidates for treatment by the 
psychiatrist. Others can mancuver into a 
rather adequate adjustment or sublimation 
of their emotional difficulties and turn 
whatever inner resources they possess to 
great advantage. Still others, the psycho- 
neurotics, choose some form of spurious 
compensation for their repressed feeling of 
inadequacy and are piloted, as if by remote 
control, into strange areas of activity, which 
may be profitable for a while but in which 
they sooner or later become lost and which 
they then find more of a burden than a 
relief from their basic problem. And, 
finally, in this sketchy assortment of reac- 
tions, we may recognize those in whom 
repression of emotional energy leads to its 
being channeled into somatic symptoms or 
physiologic reactions that may ultimately 
produce organic disease. 


Treatment Possibilities 

What can be accomplished in the treat- 
ment of illness with a large component of 
emotional disturbance? Experience with 
such cases during the war has pointed espe- 
cially to the challenge for taking these 
patients seriously and accepting the oppor- 
tunity that exists for helping them. Fortu- 
nately, we are slowly abandoning the idea 
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that the diagnosis of psychoneurotic illness 
simply justifies the conclusion that “ there 
is nothing the matter.” We no longer re- 
gard such a patient as merely a “ nuisance 
who enjoys being ill.” The former attitude 
was not only unfair to the emotionally ill 
patient; it was also not a simple way out, 
for the patient was not likely to take such 
a rebuke too seriously. If he was not to 
be helped by his physician, he probably 
clung to him long enough to plague him. 
The truth is that no one consciously 
“enjoys being ill” and that regardless of 
the cause a patient who complains has 
something the matter. And if there is a 
large emotional component there is a great 
dea! to be corrected, if it is at all possible 
to do so. Nor are the symptoms of emo- 
tional illness imaginary. They are pain- 
fully real, as many of us have had the 
chance to prove for ourselves. 

The first requisite for treatment is abso- 
lute certainty of the diagnosis. This gives 
reassurance both to the doctor and to the 
patient, who is especially in need of it. The 
earlier the necessary treatment is instituted 
the better. Emotional iliness that has 
dragged on for months or years arouses 
deep apprehension of something irremedi- 
able. In such cases, especially, the careful 
preliminary medicai survey by the physi- 
cian who displays a deep interest in the 
patient’s problems paves the way to 
mutual understanding and to winning the 
patient’s confidence. Without that, no 
amount of effort will suffice. 

The manner in which the medical sur- 
vey is conducted may not only bring out 
the essential facts concerning the physical 
status of the individual but can help build 
the requisite confidence in the doctor. If, 
however, the physician is too vacillating, 
or if the investigation is unnecessarily pro- 
tracted, or if the ultimate conclusion is not 
presented with utter forthrightness, the 
worst of the patient’s apprehensions may 
be intensified and, with the last anchor 
of support removed, he is left floundering. 


Appraisal of Emotional Factors 

Nor should the physical examination be 
devoted exclusively to evaluation of physi- 
cal factors. It presents the ideal oppor- 
tunity for getting the initial over-all view 
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of the patient’s emotional and personality 
make-up. During the history-taking and 
in the course of the physical examination, 
the physician attuned to the need for 
appraising the person before him may ob- 
tain some of the most significant, if not 
crucial, facts cencerning the emotional 
background for the illness. Every phrase, 
every gesture and reaction during the 
physical examination, even the facial ex- 
pression and attitude may betray facts that 
no words can immediately convey. The 
patient’s attitude toward his illness, his 
sensitiveness, fears, disappointments, and 
expectations describe the prevailing tone, if 
not the content, of the emotional reaction. 
From there the physician goes on to more 
detailed analysis of the patient’s contem- 
porary life situation, of his reaction to his 
family, his siblings, his vocation, his social 
milieu. If we remember that everything 
in the patient’s environment influences his 
personality and colors his emotional reac- 
tion, we realize how much pertinent in- 
formation may be derived from discussion 
not only of the symptoms but of the 
patient’s satisfactions, conflicts, or anxiety 
relating to his marriage, sexual adjustment, 
religion, his economic security, his neigh- 
bors, and his friends. We must emphasize 
the importance of the family history, since 
the adoption of obviously neurotic patterns 
of living may often be traced to other 
members of such a patient’s family. Nor 
must we fail to look carefully into the pat- 
terns of childhood and adolescent behavior 
where the unmistakably neurotic designs 
for living carried over into adult life may 
be discerned with utmost clarity. 

For most cases, detection of the emo- 
tional factor contributing to illness should 
not require the services of the psychiatrist, 
just as most cases of ulcer or heart disease 
do not require the specialist for their diag- 
nosis or care. However, the method of 
approach is not so simple as to lead one 
to expect any insight into the emotional 
difficulties of such patients by the mere 
question, “Is there anything you are wor- 
ried about?”’ The psychoneurotic reaction 
to life situations and illness is in essence 
a reaction to some conflict, fear, or strategy 
of living motivated largely by subconscious 
psychologic processes of which the indi- 
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vidual himself is totally unaware. The fear 
of impending financial disaster, of death, 
of being dishonored, or the fear that some- 
one who seems to be in the way is going 
to live too long—of these fears and many 
others like them the patient is not con- 
sciously aware. Direct questioning concern- 
ing them would only arouse indignation. 
And so the physician who is interested and 
adept in the method will probe these 
sources of emotional conflict indirectly 
through tactful discussion in which the 
patient does most of the talking and the 
physician does most of the listening in an 
interested, patient, understanding manner. 

This implies, of course, a certain recep- 
tivity in the doctor to the emotional reac- 
tions of his patients, which is so important 
in the patient-doctor relationship. Whether 
the physician is well adjusted, overaggres- 
sive, harsh, or dependent will modify not 
only what he does but his interpretation 
of what he hears from his patient. 
Although basically the physician may be 
regarded as the authoritative, omnipotent 
father, he is also being cast by his patient 
into one of many possible roles, especially 
as the substitute for the personality around 
whom the patient’s conflict is focused. As 
a result, the patient thrusts upon his doctor 
all kinds of feelings that are obviously not 
directed to him as the physician but rather 
to the person involved in the patient’s emo- 
tional problem, whose role the physician 
was assigned. The physician must be pre- 
pared not only for respect and admiration 
but also for the negative and even hostile 
feelings the patient may project on him. 
When criticism, dislike, anger, and even 
actual hostility are projected on him, the 
doctor’s success will be proportionate to 
the degree of equanimity with which he 
accepts such feelings. And so, if he is to 
avoid entanglement by over-solicitude, or 
paternalism, or by indifference, anger, dis- 
dain, or actually punitive behavior, it 
would seem that the physician would do 
well to have some insight into his own 


emotional make-up. | 


"Organ Language ™ \ 

The symptoms of emotionally condi- 
tioned illness are not just a random assort- 
ment of complaints. They generally por- 
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tray in vivid language an actual symbolic 
representation of the emotional conflict in- 
volved. Understanding this “ organ lan- 
guage,” as we call it, permits a tentative 
interpretation of the general nature of the 
conflict. Its specific character may then be 
determined by tactful switching from dis- 
cussion of symptoms to talks about the 
patient as a person and airing of his 
present and early life situations. 

A man, 47 years of age, complained of 
attacks of suffocation and shortness of 
breath which had occurred for six months. 
These developed shortly after he had re- 
covered from a severe cold with persistent 
cough which took a long time to clear up. 
He told us that X-ray studies of his chest 
had been carried out by the health depart- 
ment of the company by whom he was 
employed and that no significant pulmo- 
nary disease was found. The attacks of 
suffocation of which the patient now com- 
plained with so much apprehension ap- 
peared after the cough had entirely cleared. 
They appeared only in the evening after 
work or would awaken him at night. He 
cescribed them as terrifying episodes in 
wiich he felt as if something were 
“shutting off” his breathing, and they 
were accompanied by “a feeling of fear 
and perspiration.” These attacks lasted 
only a few minutes, but afterward his sleep 
was disturbed and the next day he felt 
“tired and lacking in ambition.” 

Detailed physical examination revealed 
onty normal findings and all the laboratory 
data, including another roentgenogram of 
the chest and an electrocardiogram, were 
normal. 

When the patient was told that we found 
him in excellent physical condition and 
that his symptoms, terribly disturbing as 
they must be, could be the result of some 
disturbing emotional problem that might 
be revealed if he told us something about 
himself, he related the following significant 
account: 

At his request, he had been transferred 
by his company to Pittsburgh five years 
ago. He had formerly always lived in Cali- 
fornia. His first marriage there was un- 
happy because of “clashing of person- 
alities.” He was divorced and the wife was 


awarded what he regarded as excessive 
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alimony by a “ biased judge.” Although 
unable to meet these payments comfort- 
ably out of his income, he married again. 
To escape constant harassing by the court 
for payment of the alimony, his second 
wife and he decided to move out of juris- 
diction of the California courts to Pitts- 
burgh. For four and a half years he lived 
here quite happily; then his second wife 
developed a yearning to return to Cali- 
fornia. Her expressed dissatisfaction was 
with Pittsburgh’s climate but the patient 
suspected that she longed more for her 
family than for California. Because of the 
arrears in his alimony payments, he 
reasoned that a return to California was 
fraught with considerable difficulty with 
the court. However, his wife was not easily 
dissuaded. She hinted at a compromise to 
move to so.ne state in the South, but the 
patient, realizing that his wife’s real desire 
was to be near her own family, felt that 
a change to anywhere but California would 
probably be only a temporary stopgap and 
eventually would bring the saine problem 
he was now prompted to solve. 

He had uncanny insight into his wife’s 
emotional conflict and drive but, as is 
usually the case, was very astigmatic about 
his own. In the course of our discussion, 
however, he realized how clearly symbolic 
his own symptoms were of the conflict he 
was experiencing and trying to repress from 
consciousness. To go to California meant 
to walk right into a legal noose that was 
awaiting him; to remain here was equally 
threatening. When he said that “ some- 
thing was shutting off his breathing” he 
was merely saying in organ language that 
his security was being gravely threatened. 
While he was busily occupied at work, 
repression of his anxiety was fairly ade- 
quate, but during the evenings at home 
and at night the repressed emotional con- 
flict could more easily find its outlet in 
physical symptoms, disguised, it is true, but 
yet clearly demanding a solution of this 
particular dilemma. This was only the 
mirror image of emotional conflicts of 
early childhood and adolescence, in which 
anxiety, sexual maladjustment, and fears 
of punishment were ever present. 

I have hinted at the astigmatism with 
which a patient may view his own emo- 
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tional problem, even when he appears to 
have rather good insight into at least one 
facet of an emotional conflict in another 
person. On the surface this appears in- 
congruous, but actually there is good reason 
for such reactions, for the emotionally con- 
ditioned symptoms actually serve some tem- 
porarily useful purpose. The individual 
unable to face and come to grips with an 
unacceptable emotional dilemma subcon- 
sciously elects, as it were, to fight his battle 
with less realistic and presumably less dan- 
gerous combatants—the projected physical 
symptoms. In many other ways, too, this 
substitute combat in the field of somatic 
symptoms may not only be less dangerous, 
but actually advantageous. For does not 
the patient with such symptoms express a 
plea for absolution or reprieve from pun- 
ishment, for consideration from the wife, 
or it may be the father, or the employer, 
or society? And do not these symptoms 
express vividly enough the crying need for 
help and consideration? No wonder, then, 
that one involved in emotional conflict that 
is so tormenting that he cannot readily face 
it, is not only willing to cling to the somatic 
masquerade he has adopted but is deter- 
mined to resist anyone’s attempt to strip 
him of the disguise and to expose his 
warped emotional make-up to full view. 

The tenacity with which any individual 
must cling to the disguise of his emotional 
problem is a rather accurate index of either 
the depth of the conflict involved or the 
weakness of the ego constitution of the 
personality. 


Requirements in the Physician 

Those of us who wish to deal with these 
problems must not overlook the patient’s 
resistance to baring the etiologic conflict 
and its foundation, which is inherent 
in every emotionally determined illness. 
Realization of this fact determines the 
actual technique of personal history-taking, 
which may be handled skilfully and effec- 
tively or crudely and destructively. As I 
have indicated previously, everything that 
makes for winning the patient’s confidence 
in our sincerity and capacity to help, 
shapes the important initial relationship— 
the transference—upon which the ultimate 
solution of the patient’s problem hinges. 





But successful :olution of problems of 
emotionally conditioned illness requires 
greater resources in the physician than 
merely the ability to elicit the patient’s con- 
fidence. He must also possess knowledge 
and skill with which to handle the situa- 
tion and the material it brings forth. I 
have already mentioned the requisite 
ability to accept patient’s feelings of resent- 
ment or hostility. Elicitation and inter- 
pretation of facts revealed in the personal 
history must be properly timed and skil- 
fully handled, using only as much of the 
available material as the patient’s ego can 
easily digest, lest we produce emotional 
indigestion. These and many other attri- 
butes of the patient-doctor relationship 
must be managed smoothly and well if any- 
thing is to be accomplished. 

To achieve more than temporary amelio- 
ration of symptoms, it is necessary not only 
to allow the patient to gain insight into 
the drama of the conflict his symptoms are 
enacting, but to allow him to relive, with 
their original emotional coloration, some 
of the early conflictual situations that fur- 
nished the basic pattern for his present 
emotional difficulty. In the average case 
the patient can gain sufficient understand- 
ing of the situation under the guidance of 
the internist, psychiatrist, or well-equipped 
caseworker in a brief period of time to 
remove the disturbing kernel of the con- 
flict. When the problem is more involved, 
when its ramifications are more extensive, 
and when the patient’s financial resources 
are adequate, more detailed psychoanalytic 
therapy may be necessary or desirable. 

It is equally necessary to know the handi- 
caps in certain situations, dependent upon 
factors beyond our control, for they may 
dictate compromises in our management 
which may range from acceptance of the 
inevitability of a given situation to the 
mere offer of emotional support to an indi- 
vidual whose ego is so weak or so brittle 
as to preclude any possibility of reorienta- 
tion. It is, moreover, necessary to recog- 
nize those emotional difficulties and somatic 
counterparts of the psychopathically con- 
stituted personality whose treatment re- 
quires the special training and skill of the 
psychiatrist. 
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Pitfall of Superficial Diagnosis 

In any diagnostic investigation, it is 
always necessary also to evaluate the rela- 
tion of any existing factor to the entire 
clinical picture. One must beware of the 
pitfall of interpreting a merely coincidental 
emouonal problem as the cause of a given 
organic difficulty, when the two have actu- 
ally no connection. 

A woman, 46 years of age, consulted us 
because of severe pain in the upper back 
which she had had for two weeks. She was 
perfectly comfortable all day, but was 
awakened at night by a severe, sharp pain 
in the upper back which radiated forward 
around the ribs. She got some relief if 
she sat up in bed or, when the pain was 
more severe, if she left her bed and sat up 
in a chair. 

She volunteered the suggestion that her 
pain might be on a “nervous basis” be- 
cause she had been under emotional ten- 
sion induced by her only daughter's illness, 
which required surgery and left her with 
a permanent deformity. She appeared ob- 
viously depressed as she related this family 
difficulty. 

The general physical and neurologic 
examination revealed no abnormal objec- 
tive manifestations. However, the char- 
acter of the pain, the circumstances under 
which it occurred, and the manner in which 
it was relieved suggested a lesion that was 
producing pressure on the spinal nerve 
roots. A tentative diagnosis of spinal cord 
tumor appeared logical and arrangements 
were made for further observation. The 
following week, as the pain increased, 
spinal fluid examination revealed sugges- 
tive signs of a lesion in the spinal cord. 
The day after, neurologic signs were suf- 
ficiently definitive to warrant operation. 
An operable spinal cord tumor, which was 
producing pressure on the spinal nerve 
roots and consequent pain, was removed. 
Although such an operation must have im- 

osed some emotional strain, the patient 
handled this well and made a complete 
recovery from her physical difficulty. One 
need hardly add that the existing emotional 
conflict was only coincidental and that with 
freedom from her physical disease this 
woman was able to tackle her other 
problem. 
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The diagnosis of predominantly organic 
or emotionally conditioned illness is made 
not merely by exclusion of one or the 
other, but in a direct way, through careful 
gathering and evaluation of all the mani- 
festations in the personal and_ physical 
history. 


Social Worker's Role 

In the study and management of illness 
the social worker has in recent years made 
a most significant contribution. True, we 
physicians have had to break down a 
resistance to acceptance of her help. This 
resistance was based in part on lack of 
appreciation of how much the worker can 
bolster our manifold relations with our 
patients. It was also based on a subcon- 
scious resentment over the fact that, in our 
preoccupation with the purely physical 
aspects of illness, the social worker made 
it harder for the organicist to function com- 
fortably when she introduced facts béaring 
on the personal, emotional, social, and 
economic aspects of illness. We did not 
realize that to the extent that we were 
ignoring these important facts, we were 
adding unnecessary and burdensome physi- 
cal re-examinations, laboratory investiga- 
tions, and surgical operations that were not 
doing anyone any good. With greater 
recognition of the social and emotional 
factors in illness, there came _ naturally 
greater acceptance of the social worker and 
her help. The doctor, realizing the poten- 
tialities of her contribution, began to rely 
on the social worker as an integral member 
of the medical community of effort. 

Obviously, emphasis on the training of 
the worker for her job has stimulated ever 
increasing reliance on her. ‘Today, the 
physician fortunate enough to have a well 
qualified social worker in his community 
or hospital introduces his patient to the 
services the worker can offer and enables 
him more readily to accept them. In order 
to insure integrated help for the patient, 
the physician shares professional thinking 
and planning with the worker. We depend 
on her largely for an objective picture of 
the patient’s social setting, his relationship 
with the family group, its socio-economic 
as well as its emotional resources. We ex- 
pect her to use her own special skills in 
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enabling the patient to accept our inter- 
pretation of his medical problem and to 
take hold of the therapeutic program we 
are offering. We recognize that she often 
has the equipment and the inclination to 
help the patient to understand the early 
emotional conflicts that are the basis for 
existing emotional illness. She can be of 
great help in such situations as long as she 
does not pursue this phase of management 
too aggressively. We see her as having 
capacity for helping the patient to partici- 
pate more fully and comfortably in the 
doctor-patient relationship and in the proc- 
esses of medical diagnosis and treatment. 
From her must come the specialized knowl- 
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edge of community resources for vocational 
job placement and for meeting the other 
social needs of the patient related to his 
illness. 

If I have not covered many aspects of 
this large problem, I hope I have made 
clear that as physicians we are more than 
ever interested in using not only our physi- 
cal medical resources, rich as they are, in 
the treatment of our patients; we are 
equally 2» ious to see our patients as 
human biings, not inert, but reacting sensi- 
tively to every stimulus of their family and 
of the larger social environment of which 
they are a part. 


Casework in the Psychosomatic Approach 


Jeanette Hertzman 


Miss Hertzman, Casework Supervisor, Montefiore Hospital, amplifies Dr. Margolis’ paper 
through a demonstration of the teamwork of doctor and social worker. 


IN THE CONCLUDING PARAGRAPHS of Dr. 
Margolis’ paper, we recognize an awareness 
of the contribution that the social case- 
worker of today is prepared to make to the 
physician and his patient in the processes 
of medical diagnosis and treatment. 

As members of the staff of the Montefiore 
Hospital, Dr. Margolis and I have had the 
Opportunity to integrate our professional 
knowledge and skills in the care of patients. 
I should like to begin my discussion by 
presenting an illustration drawn from our 
experience. Dr. Margolis was the physician 
responsible on the wards of the hospital 
for the medical care of Johnny, an 18-year- 
old boy with severe asthma. Since Dr. 
Margolis was aware of the social service 
department’s earlier contact with this pa- 
tient, he was interested to learn about the 
social factors in the life of the patient and 
his family. We had known Johnny and his 
mother rather well for about two years, 
and had tried to help him in his attempt 
to separate from his overprotective mother. 
She had been disappointed in her husband 
because of his failure to provide more 
adequately for the family. We tried to help 
her understand her feelings about Johnny’s 


illness and her own frustrations, which 
had manifested themselves in intermittent 
somatic symptoms chiefly in the gastro- 
intestinal and gynecological areas. I was 
therefore able to share with Dr. Margolis 
our previous evaluation of the emotional 
problems of the patient and his family rela- 
tionships. The doctor then suggested that 
I talk with the patient and his family and 
learn more of the present social situation, 
as well as the past history. He, too, would 
talk with the patient, and we would meet 
to discuss our material. 

I visited Johnny on the ward and found 
him to be quite encouraged by the medical 
care he had received since his admission to 
the hospital. Although he had frequent 
and severe asthmatic attacks, he seemed re- 
assured by Dr. Margolis’ attempt to help 
him. He knew that the doctor had asked 
me to talk with him about his illness. He 
was able to bring out something about his 
family situation and his personal feelings, 
particularly about his only and younger 
brother, age 10, who was the mother’s 
favorite. It was learned that his father, a 
huckster, earned a meager income, but 
there were no obvious sources of friction in 
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the family. However, his father occupied 
an unimportant role in the family picture. 
Observation of the mother’s overprotection 
—which was of a subtle kind so that it was 
difficult for the patient to express overt 
hostility and emancipate himself from the 
maternal domination—was shared with Dr. 
Margolis, who amplified our impressions 
further. The picture given him of the 
patient’s problems and family situation 
substantiated his own thinking and enabled 
him to talk further with the patient about 
his ambitions and strivings. He spent a 
great deal of time with the patient, who 
had established a positive relationship with 
him. Johnny had brought out to his doctor 
his dreams of being an aeronautical engi- 
neer, and that he had tried to find work 
in an airplane factory recently, but had 
had to leave his job because of illness. 
Previously, his illness had necessitated his 
withdrawal from high school where he had 
been enthusiastic about athletics and had 
played on the football team. He always 
“ played to win” and “ fought hard.” His 
continued illness for the past few years had 
made it impossible for him to get rid of his 
aggression through athletics. 

At this conference with the doctor, it was 
agreed that the social worker would con- 
tinue to talk with the patient in order to 
give him further interpretation and re- 
assurance of the need for bringing out his 
negative feelings about either his personal 
situation or problems growing out of his 
illness. 

In talks with the patient’s mother about 
his previous history, the present plan of 
treatment could be interpreted so that she 
would not be overanxious when she visited 
him. The doctor agreed that he would con- 
tinue to treat patient’s asthmatic symptoms 
and interpret the relationship of his frustra- 
tions to his symptoms. 


Work with the Patient 

The doctor continued to see the patient 
daily while, as medical social worker, I 
visited him several times a week. He hav. 
difficulty in bringing out any negative feei- 
ing except against the “wheezing” and 
actual spells. He was helped to express his 
feelings about the effect of his illness on his 
plans for employment, and his discourag- 
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ment about his interrupted work history. 
He had a strong drive to get a good job 
and earn a high salary so he could help 
his family. As he saw it now, there was 
no future in his way of living. The next 
conference with Dr. Margolis concerned 
work recommendations for the patient. He 
believed that Johnny was having consider- 
able conflict about expressing his hostility, 
engendered by his dependency upon his 
mother; that in the past all his jobs had 
been of a protective nature and _ had 
tended to keep him too conscious of his 
illness. Dr. Margolis was therefore recom- 
mending a job in a war plant where the 
patient could be expending a good part 
of his repressed hostility in his actual work 
activity. He felt that even though the 
patient might continue to have attacks, it 
was worth while to try this type of job. 
When Johnny had attacks, he could either 
self-administer the injections of adrenalin, 
which he had done successfuily while 
employed in a previous job as a_book- 
keeper, or come to the emergency room of 
the hospital if the attacks were severe. Dr. 
Margolis had spoken with the patient about 
employment, so that he was prepared to 
discuss this further with the social worker. 
At this point the doctor and social worker 
again discussed the possibility of psychiatric 
care for the patient which had been men- 
tioned briefly in a previous conference. 
The doctor agreed to consider referring 
him to a psychiatrist who was at another 
hospital! and who was particularly inter- 
ested in psychosomatic problems. 

The patient’s asthmatic attacks cleared 
up, so that actually he was ready to leave 
the hospital shortly afterward. The social 
worker explored the possibility of employ- 
ment in defense plants through one of the 
community agencies that did vocational 
counseling and placement, and arranged 
an appointment for the patient as soon as 
he was feeling well enough to accept a job. 
Tt is interesting that the doctor’s discussion 
with him about working in a more active 
kind of job, in contrast to the more passive, 
sedentary work he had previously done, 
emphasized his need to fight his illness. 
This kind of help seemed to have strength- 
ened his ego and gave him acceptance in 
expressing his aggressive feelings, with some 
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lessening of his guilt. The social worker 
also enabled the patient to accept the re- 
ferral to the psychiatrist through the inter- 
pretation of his function. On the basis of 
confidence in his doctor, who he felt had 
helped him greatly in this present hospital 
experience, he was able to accept the 
appointment arranged by the social worker. 


Work with Family 

How did the social worker help Johnny’s 
family to move along in this process so that 
they could be a source of strength to the 
patient whose illness had upset the family 
equilibrium? Since there was such a close 
emotional tie between the mother and pa- 
tient, the worker kept her informed of his 
treatment and the reasons for the doctor’s 
interest in his personal life. The patient 
had told his mother about some of his 
discussions with Dr. Margolis, and she said 
she had tried to help Johnny recall events 
in his earlier life that might be responsible 
for his illness. She discussed these with the 
worker as well and was anxious to learn 
more about the way the psychiatrist could 
help her son. She showed some feeling in 
discussing the doctor’s recommendation 
that Johnny seek employment in a war 
plant, since she had wanted him to be a 
pharmacist or work in a “ refined” atmos- 
phere. Nevertheless, she was willing to 
have Johnny do whatever the doctors 
thought best for him. It was her feeling, 
however, that his chief source of worry 
was the family’s precarious financial situa- 
tion, which limited him in his recreational 
activities. She herself had been thinking 
about going to work, since Johnny had been 
ill for several months and this source of in- 
come had been lost. Shortly after she had 
made this decision, however, she was in- 
jured in an accident and had to be hos- 
pitalized. The patient did not want his 
mother to work and had felt that as soon 
as he was feeling better, he would return 
to his job. It seemed that the mother had 
a great ceal of guilt about her rejection of 
the patient and preference for her younger 
son, but the social worker did not feel that 
her part in Johnny’s illness should be ex- 
plored because of the possibility of stirring 
up too much anxiety. 

Johnny was seen by the psychiatrist who 
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arranged to have weekly sessions with him. 
The psychiatrisf’s early impressions that 
the patient wasfhaving real struggle about 
becoming indepefhdent were presented by 
the social worker to Dr. Margolis, who 
was interested ‘irl ;having the worker keep 
in touch with psychiatrist and patient. 
The patient did not wish to return to the 
clinic for treatment of his asthma, pre- 
ferring to take his own injections whenever 
he had a spell. He did come occasionally 
to the emergency room of the hospital. He 
also stopped in to talk with the medical 
social worker, the day before he was to 
start working in a war plant. He recog- 
nized that he feared going into a new situ- 
ation but tried to “push it out of his 
mind.” He found it difficult to take hold 
of the process of talking about his inner 
feelings to the psychiatrist. He was feeling 
well, however, was gaining weight, and he 
said he had no problems other than an 
occasional attack. The worker did not see 
the patient again, but he continued to see 
the psychiatrist. 


Interrelating Services 

In this situation, we see that throughout 
the period of medical care there was a con- 
stant interchange of thinking between the 
doctor and social worker about the physi- 
cal, social, and emotional factors in this 
patient’s illness. The recent history and 
background material of the patient and his 
family were interpreted to the doctor, who 
was able to recognize the depth of the 
patient’s emotional problems and poten- 
tialities for psychiatric treatment. In view 
of his allergic background as well as his 
asthmatic condition, it is quite possible that 
without more intensive psychotherapy this 
patient’s physical symptoms would become 
more serious. With the help from the 
doctor and the psychiatrist, the illness 
process that might otherwise lead to physi- 
cal damage or chronicity could be checked 
and even reconverted into behavior more 
satisfying to the patient. The doctor was 
able to use the social information about 
the patient to identify the specific factors 
that contributed to the development of 
asthma originally, and to the recurrent 
attacks, and thus treat the patient on the 
basis of this understanding. Whereas past 
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treatment had been helpful and undoubt- 
edly he had made a partial adjustment, 
broader social and emotional problems that 
had been observed had not been evaluated 
in terms of the specific causative factors. 


Rather, the physical irritants in the 
environment, such as dust, had _ been 
emphasized. 


This case situation also points up the 
help that the social caseworker offers to 
the patient in interpreting to him the 
reasons for the doctor’s exploration of the 
emotional problems involved in the illness. 
Furthermore, in preparing the patient for 
psychiatric treatment, the social worker was 
able to differentiate the kind of help that 
he would be receiving from the psychiatrist, 
in contrast to the treatment by the physi- 
cian. The medical social worker represents 
a different kind of helper from the doctor 
or the psychiatrist. Because she is identi- 
fied with the hospital and is part of the 
medical team, she is in a unique position 
to enable the patient to use the services 
of another professional person, whose area 
of skill and special training qualifies him 
to serve the patient in another aspect of 
his medical care. In this case, however, 
the physician, because of his sensitive un- 
derstanding and capacity to help patients 
with their inner problems, was able to give 
the patient a sense of the process of dis- 
cussing his feelings with a doctor and thus 
prepare him for the relationship with the 
psychiatrist. 

The use of the contribution and services 
of the social caseworker demonstrated in 
the case of Johnny reflects the influences 
of the changing focus of the physician, 
described by Dr. Margolis. In an earlier 
period, when the patient as a person was 
disregarded, with almost complete emphasis 
upon organs and their functioning, the 
social worker was forced to assume almost 
the entire responsibility for emphasizing 
the individuality of the patient. This was 
an appropriate area for the use of her 
special professional skills, but to the doctor 
her contribution was often academic rather 
than meaningful in the actual care of the 
patient, because medicine was not yet ready 
to “reintegrate the patient” as Dr. Mar- 
golis has stated so pointedly. The doctor 
used the help of the social worker only 
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partially during these years when emphasis 
was so largely upon the disease. We all 
know of scores of social histories that were 
filed in medical charts, but with slight indi- 
cation that this information was incorpo- 
rated in the actual study and treatment of 
the patient. We seemed to be satisfied at 
that point that we had described the pa- 
tient’s environment, and had accumulated 
a mass of data about him. There were 
values for the patient in this procedure 
because it did individualize him to a cer- 
tain extent in terms of factors within his 
environment which might present specific 
hazards. There was the history, for ex- 
ample, that revealed that the adolescent 
with rheumatic heart disease lived three 
flights up and slept in a bed with his 
two brothers and that the rooms were 
poorly heated. But as for his reactions to 
this, little if anything was contributed. 

These social studies often initiated the 
offering of social casework services to the 
patient, in an effort to help him cope more 
effectively with some of the problems his 
illness had created. The addition of the 
professional help of the social caseworker 
no doubt enriched the patient’s actual 
medical care and was helpful in promoting 
his recovery. An important ingredient, 
however, was lacking to a great degree— 
the actual interrelating of the services of 
the doctor and the social worker, who were 
really operating in quite separate spheres 
with little probability of fusion. The 
present and the future seem full of 
promise for a closer unity of professional 
knowledge and skills in the total service 
to the ill person. 


Changing Goals 

The doctor appears to be enlarging his 
responsibility for the patient. Formerly 
he seemed to view his purpose as the relief 
of pain, establishment of organ function- 
ing, and defeat of death. Now his goal 
encompasses the re-establishment of the 
functioning capacity of the patient in rela- 
tion to his particular social setting. 

The criteria for measuring recovery have 
been different for the doctor and the social 
worker. For the doctor, it meant that the 
patient lived and he had been successful 
in combating disease. The social worker 
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believed that the opportunity to live is im- 
portant for the individual, but may, be 
valuable to a particular person only 4f it 
presents the possibility of self-realization. 

How did this difference in philosophy 
tend to separate social work and medicine? 
Sending an unwilling patient to a sana- 
torium to heal a lesion almost invariably 
defeated the purpose of the treatment, even 
though the public health aspect might have 
been temporarily taken care of. Then, too, 
it was not until recovery seemed certain 
and well established that the doctor re- 
sponsible for the care of the patignt asked 
for services that might have to do with 
problems that illness had created during 
the sanatorium care, and that might arise 
The social worker 
did not have the opportunity, to any great 
extent, to help the patient during the 
period when it was important for him to 
become aware of his strengths as well as 
his weaknesses and to prepare himself for 
the time when he would be expected to 
leave the protective environment. A healed 
lung may have little significance to the 
patient who feels that during his illness he 
has lost the security attained when he was 
well, and that because his lung is healed 
he must face a social situation that may be 
both threatening and frightening. In fact, 
many patients have felt so much concern 
about the situation at home that they have 
seen more value in returning there and 
resuming their former responsibilities than 
in remaining in the hospital and using 
medical help. 

The broader vision of the doctor today 
in his responsibility toward the patient in- 
cludes an earlier and more significant use 
of the social worker’s help. Fear and 
Shame and the distress of letting down 
one’s fellow men are often more meaning- 
ful and difficult to bear than pain and 
disability. The new emphasis in medicine 
takes these facets into consideration from 
the beginning, and brings to the aid of the 
patient the services the social worker is 
prepared to give. 


Multiplicity of Factors 


We can discover the second significant 
factor for social work in Dr. Margolis’ 
emphasis upon the fact that disease and the 
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recovery from it are dependent upon 
thoughtful evaluation of a multiplicity of 
factors rather than any single agent. With 
this recognition, the doctor needs to look 
beyond the findings available through lab- 
oratory and clinical study. In fact, it is 
generally felt that a good medical history, 
developed by the doctor himself, should 
include any social information that may 
suggest the presence of factors within the 
patient or his environment which have 
made him less able to resist disease. Nat- 
urally there is a great deal of difference in 
the emphasis placed on the social factors 
by individual doctors, and difference in 
their capacity to help the patient bring out 
such information. In other words, we are 
at the point now where medicine and 
social work are consciously able to function 
from a broad base of operation with a con- 
tinuous focus on the patient as a person. 
The dichotomy of approach to the treat- 
ment of the ill person is disappearing as 
further knowledge and deeper understand- 
ing are developed. 

Dr. Margolis looks to the social worker 
to further his understanding and treatment 
of the patient by securing the picture of 
the patient within his family group, learn- 
ing the nature of these relationships as well 
as impressions and facts about the patient 
in relation to his illness. In studying the 
patient’s problems and the meaning that 
the illness has for him, the social case- 
worker is well prepared to help the patient 
express his fears and conflicts about his ill- 
ness. The field of psychiatry, particularly 
psychoanalysis, has contributed the under- 
standing that behavior in illness, as in any 
of its aspects, has a specific purpose for the 
individual. An awareness of the com- 
plexities of the personal problems of the 
patient has helped social caseworkers to 
develop deeper understanding of such 
problems and to work toward effective 
application of this knowledge. There has 
always been a desire to continue to incor- 
porate into casework the increasingly full 
understanding of the patient that psy- 
chiatry and medicine can give. Along with 
this trend has been the contribution of 
studies in the personality profile found in 
various disease categories to the further 
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understanding of the more specific person- 
ality patterns that may be operating. 


Some Specific Patterns 


Through greater understanding of the 
basic need of the patient with coronary 
occlusion for recognition and ego support, 
and the problem he has about situations 
that threaten his feeling of self-integrity, 
social caseworkers can be much more sensi- 
tive in their offering of special services and 
in their understanding about the possible 
implications of established agency pro- 
cedures for this patient. For instance, an 
experience in a sheltered workshop, while 
satisfying and valuable for another handi- 
capped person, may be quite threatening 
to the coronary patient who views this as 
an indication that his real capacity has not 
been recognized. This does not exclude 
the use of the services of the sheltered 
workshop for such a patient, but it does 
mean that the particular type of work 
selected for him must meet his idea of a 
respectable type of activity so that his need 
for status is satisfied. Some coronary 
patients who have been placed in work- 
shops have perpetuated the same drive for 
achievement by expending more energy 
than was medically advisable in the effort 
to achieve security through overproducing. 
One patient known to us was able to earn 
as much as he might have in private indus- 
try but he constantly expressed his dissatis- 
faction with his earnings because they did 
not approximate the salary he had received 
in a steel factory prior to his first coronary 
attack. He finally found a job on his own 
as a porter in one of the department stores 
and seemed to feel that this was at least a 
real job and not one created for ill people. 

It has become apparent also that some 
rather routine procedures within clinics or 
social work agencies are threatening to the 
coronary patient because from his point of 
view they seem to be based upon a lack of 
confidence in his honesty and integrity. 
For example, one such patient was unable 
to carry through the procedure of getting 
his medication approved for payment by a 
public agency because he felt this routine 
step was the means of “ checking up” on 
him. Another patient could not complete 
her application for assistance from a public 
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agency because of her conviction that the 
agency worker was trying to discover 
whether she was “good” or “bad.” In 
fact, this patient’s reaction to the procedure 
was so intense that she defiantly secured a 
job as a scrubwoman, and ten days later 
suffered a heart attack that necessitated her 
hospitalization. It would seem that this 
woman might have been helped to express 
her feeling about the process of establish- 
ing her eligibility, so that it would have 
been less necessary for her to behave 
impulsively and thus bring about a cardiac 
accident. 

The arthritic patient, on the other hand, 
has been found to have a great deal of 
hostility. He is so fearful of the intensity 
of his resentment that he unconsciously 
encases his joints “in concrete ” to prevent 
him from striking out against the environ- 
ment. His resistance to taking help is 
expressed in his need to deny that he has 
problems, while at the same time he often 
brings out anxicty lest he may not ever 
improve. 

A 30-year-old widower whom we knew 
recently indicated this resistance in the 
tenseness of his body, his stiff manner of 
walking, and his aloof manner in his con- 
versation. He was unable to express his 
hostility openly or directly. However, he 
was extremely critical of others, particu- 
larly people he did not know, such as 
authors of books or certain characters who 
he felt were “ neurotic”’ because they were 
too concerned with seeking happy love 
relationships. One of the sources of con- 
flicts in the arthritic patient is found in the 
failure to make a satisfactory heterosexual 
adjustment, and we can assume that this 
patient was expressing his unconscious con- 
flicts in his somatic symptoms. This was 
indicated in the material he brought out 
to the caseworker about his happy marital 
experience, in which “ sex and love” were 
just a minor part. Since his wife’s death 
four years previously, he had lived alone. 
He had placed his child with the maternal 
grandparents and did not seem interested 
in re-establishing a home. Prior to his ill- 
ness he had worked in a brass factory 
where he had earned a good wage. He was 
interested in art and spent his leisure time 
drawing and visiting the art museum. 
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Although he thought he had some ability, 
he did not wish to consider taking formal 
courses at night school or college. This 
patient expressed implicit confidence in his 
present doctors but brought out hostility 
about other doctors he had known, and 
told of many faulty diagnoses that had 
been made in his case. He also felt that 
physicians were trained to cure people and 
that they were failing because they had 
been unable to prevent recurrence of his 
joint pains and attacks of psoriasis. He 
stated that if he were a doctor, it would be 
his business to find cures for disease. 

The worker has been helping this patient 
bring out his resentment toward his en- 
vironment. Gradually, he may find it pos- 
sible to feel secure in accepting regular 
medical care without running away from 
it, even though he continually expresses 
his fear that he may have to be rehospital- 
ized and will not be able to return to work. 
At the same time it must be kept in mind 
that this patient may have a strong need 
to remain ill and the only satisfactions 
available to him may be through his ill- 
ness. Because of a mild depression the 
caseworker has‘observed, it is possible that 
psychiatric evaluation will be requested. 

The use of the personality profiles does 
not imply that we are entering the psychi- 
atric area, but we are making use of psychi- 
atric understanding made available to us 
through the psychoanalytic study of a large 
group of patients. The social caseworker 
needs to be sensitive and skilful so that the 
patient will not be pigeon-holed according 
to the disease category, since then we would 
be falling into the old habit of focusing on 
the disease and again lose the patient as an 
individual. Because of the patient’s re- 
pressions and defenses, it is often difficult 
to get a clear picture of the kind of person 
he really is; but as we get more under- 
standing and experience, as in the cases 
cited, and as we work more closely with 
the doctors and integrate our findings and 
impressions, we shall become more sensi- 
tive to the specific behavior patterns ex- 
pressed in the patient’s illness. 


Division of Responsibility 


Are there some practical considerations 
and guides that we can formulate about 
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our integrated functioning in serving the 
patient? We have seen that, as the doctor 
is learning to use his skills in evaluating 
the kind of patient who has the disease, 
there will be, of necessity, some overlap- 
ping and duplication of the kind of ma- 
terial which both the doctor and social 
worker are handling. Are there periods 
when it is best for the patient to be served 
by both doetor and social worker and other 
times when he may need the services of only 
one? Are such shifts planned or are they 
merely accidental? In any co-ordinated 
plan of sharing knowledge about the 
patient and service we are offering him, 
such questions must be borne in mind. 
For the social caseworker’s help to be truly 
dynamic, it is necessary for the doctor and 
social caseworker to identify areas of serv- 
ice, and to have a conscious understanding 
of what each is doing at different points in 
the medical treatment and diagnosis. It 
really does not matter a great deal if the 
material the doctor has obtained is only 
corroborated or pointed up by subsequent 
history that the social caseworker has been 
requested to obtain. We know that very 
often her impressions about the underlying 
conflicts the patient is expressing in his 
symptoms are valuable to the doctor who is 
just starting to request the services of the 
social worker. They help him to under- 
stand his patient more adequately and to 
determine to what extent the emotional 
aspect is playing a part in the total constel- 
lation of factors in the patient’s illness. 
The shift in the helping process from 
doctor to medical social caseworker de- 
pends on which service the patient seems 
to need more at the particular period. I 
think one might safely generalize in say- 
ing that in the acute phase of the illness, 
for example, when the patient is having 
pain and discomfort following surgery, the 
patient needs most essentially the super- 
vision of the doctor and care of the nurses. 
As the patient is able to focus on problems 
outside his immediate pain, the social 
worker can be called into the picture. Too 
often the patient has been referred at the 
very point of discharge and has not been 
adequately prepared for this change. 
Unfortunately, a great number of doc- 
tors with whom social workers are having 








304 


daily experiences do not share the view- 
point of Dr. Margolis, so that with them 
the fusion of the medical and social factors 
is only partial. The problem is particu- 
larly challenging but also very difficult 
when the patient has not been able to use 
the medical service constructively because 
of his unhappy relationship with the phy- 
sician, who does not accept the patient’s 
problems and his feeling about them as 
part of his concern. Dr. Margolis has 
emphasized that the physician must be 
aware of the meaning that he has for the 
patient. ‘This type of understanding has 
not been a conscious part of the physician’s 
training. On the other hand, the social 
caseworker has become acutely aware of the 
emotional aspects of a relationship that 
involves taking help from another person. 
She has also achieved real skill in enabling 
individuals to express these feelings and to 
develop increased capacity to use help. 
She is therefore in a unique position not 
only to help the patient accept the doctor 
and what he is offering, but also to help the 
doctor become aware of the patient’s atti- 
tudes toward medical care. 

It is obvious that all doctors do not have 
the same capacity to bear the hostility and 
disappointments of their patients, so that 
it is important for the social caseworker to 
be sensitive as to how much interpretation 
the doctor can accept. As she works more 
closely with him, she can evaluate his atti- 
tudes toward the overdependent patient or 
the one who cannot accept all the services 
the doctor is prepared to offer him. We 
are all too familiar with the “ un-co-opera- 
tive’ patient whom the doctor grows tired 
of seeing because he feels he has failed in 
helping him, although he cannot express 
this. Sometimes he feels such a patient is 
unintelligent when, actually, we know that 
many patients do not hear what the doctor 
has told them because of their anxiety and 
concern over the meaning of the illness. 
Once the doctor can accept the fact that 
the “ un-co-operative ” patient is expressing 
fear of medical care, he can understand the 
real significance of this behavior and par- 
ticipate with us in helping to meet the 
fears. 

Dr. Margolis has discussed the patient in 
whom no organic illness has been found 
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and whose symptoms must be assumed to 
have an emotional basis. How can the 
social caseworker contribute to the patient’s 
acceptance of this conclusion, which may 
be threatening and may imply rejection by 
the doctor? If she is to give real help, the 
social caseworker must be aware of how 
she feels about an individual who com- 
plains that he is ill when the doctor says 
that organic pathology is absent. If she is 
unable to accept the patient’s illness as 
real, even in the absence of demonstrable 
disease, she may use the doctor’s conclusion 
punitively and add to the pain and anxiety 
already present. If she is able, however, to 
accept the fact that the patient’s symptoms 
are expressions of difficulties he may be 
experiencing in his home, on his job, or in 
some other area of his social or emotional 
life, she can help to focus upon these 
troublesome areas rather than his physical 
symptoms. One of her methods of helping 
the patient accept the fact that his problem 
is a social or emotional one is exploring 
with him areas that he sees as frustrating, 
and in helping him discover what he can 
do about these distressing factors that seem 
to have a part in making him ill. The 
patient may still have need of a supportive 
relationship with the doctor for a longer 
period of time. The social caseworker has 
responsibility for sharing with the doctor 
the patient’s feeling that he is not well 
enough to go to work or to resume activity 
in the home, which may have been the 
doctor’s original recommendations at the 
time of referral of this patient for social 
services. With this additional information, 
the doctor is helped to see that the patient 
may need to use these symptoms until a 
better adjustment is effected. With an 
occasional visit to the doctor who under- 
stands and accepts his need to be depend- 
ent, such a patient may be able to function 
quite well even with his neurosis. When a 
continuance of his relationship with the pa- 
tient is based upon the patient’s need at 
the moment, the doctor is less apt to feel 
that his time is being wasted. 

In summary, then, the contribution of 
social casework to the understanding and 
treatment of the ill person, is similar to 
and yet different from that of the physi- 
cian. Its similarity is related to the central 
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focus of both medicine and social casework 
which is, of course, upon the individual 
with his illness. The physician brings to 
this process of helping the individual to 
deal with his disease and its effects upon 
him, all the vast knowledge and skills that 
medical science has made available and 
which have been recently enriched through 
psychiatry and psychoanalysis. His pri- 
mary responsibility to the patient is to help 
him mobilize all his inherent resources and 
to bring to his aid supportive or radical 
measures that may be necessary in order to 
combat disease. The recent contributions 
from the field of psychoanalysis have 
greatly enhanced the physician’s ability to 
aid the patient in the mobilization of his 
inherent capacity to resist disease through 
the relief of tension and anxiety. 
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The social caseworker brings to her help- 
ing process a specific body of knowledge 
and professional skills, which are drawn 
from several allied fields including psy- 
chiatry and psychoanalysis, but are also 
peculiar to social work. Her primary re- 
sponsibility to the patient is to enable him 
to do something about these social aspects 
of his life situation which have increased 
his readiness for illness, and about the 
problems that illness has created for hii. 

Inevitably these two professional persons 
have much to share in terms of understand- 
ing the patient’s problems and the help 
he requires. Because of the broader under- 
standing acquired by both physician and 
social caseworker the contribution of each 
to the patient is enriched. 


Integrating Casework and Recreation in a Military Hospital 
Celia R. Moss 


This paper is based on Mrs. Moss’s experience with the American Red Cross as Educational 
Consultant, Hospital Service, Eastern Area, and as Casework Supervisor at Deshon General 
Hospital, Butler, Pennsylvania. 


SOCIAL CASEWORKERS and _ recreation 
workers had an opportunity to test cer- 
tain implications of the service to ill and 
injured servicemen in military hospitals 
through American Red Cross Hospital 
Service. Together they have seen these 
patients through what might be described 
as a pair of bifocals--bifocals whose dual 
focus and functions, though separate and 
distinct, are definitely complementary. 
Where closely integrated work was pos- 
sible, a meaningful experience in co- 
operative casework and recreation service 
occurred. This discussion from the case- 
work point of view is based on such an 
experience and includes suggestions for an 
extended medical social service program in 
civilian hospitals. 

Certain physicians who have participated 
in this combined service in military hos- 
pitals believe in its value for civilian hos- 
pitals. Recently Dr. Harold Rusk, formerly 
Chief of the Army Air Forces Recondition- 
ing Program, presented statistics at a con- 
ference of hospital adniinistrators. These 
showed 25 per cent reduction in hospital 


activity for patients. 
and group work aspect of reconditioning 


readmissions of military patients who had 
engaged in supervised activity. An Army 
Air Force report of 645 cases of primary 
atypical pneumonia, including two parallel 
groups, revealed that the group conva- 
lescing in the former routine manner aver- 


aged 45 days hospitalization with a go per 


cent recurrence; the other group, integrated 
into the Convalescent Training Program, 


averaged 31 days hospitalization with only 


3 per cent recurrence. Dr. F. S. Krusen 
of the Mayo Clinic, commenting on the 
importance of activity during hospitaliza- 
tion, has said, “Army physicians . . . have 


developed convalescent and reconditioning 


programs which bid fair to revolutionize 
the concept of rest now existent in civilian 


hospitals.” 


As medical social workers, we need to be 
alert to this entire problem of rest versus 
soth the casework 


implies a rethinking in terms of medical 


social work. Our case loads include many 


patients first referred for social service dur- 
ing the period of convalescence. 
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We have long recognized that convales- 
cence is retarded by restlessness after pa- 
tients get out of bed. Inertia of bed rest 
frequently produces feelings of inadequacy 
and often a loss of confidence develops in 
which the patient feels total deprivation 
of former usefulness. These factors con- 
tribute to the fear that envelops him as 
he prepares to leave the hospital. We have 
all seen symptoms of gastric disorders and 
elevation of temperature occur on the eve 
of discharge. 

As we observe what seems to be an in- 
creasing trend in medicine toward the con- 
servation of the patient’s capacity to func- 
tion through the shortening of the period 
of bed rest, we are aware that patients may 
» become ambulatory at an earlier point in 
the future than has been true in the past. 
Hospitals will need to be creative in help- 
ing the patient use the ambulatory phase 
of his illness as a preparatory period for 
his return to home, work, and friends. As 
medical social caseworkers, we have long 
been aware of the hospital patient’s fears 
about his capacity to re-establish former 
experiences and relationships which had 
been important to him. The impact of 
sudden return to a group, whether it con- 
sists of his family, his associates at work 
or school, the members of his church, or 
social affiliations, may be traumatic. On 
the other hand, if he has had an oppor- 
tunity within the hospital to have help in 
effecting a comfortable and satisfying rela- 
tionship with his fellow patients, his respect 
for his value and contribution to a group 
will increase. 

American Red Cross recruitment of 
recreation workers in 1941 and 1942 
showed little anticipation of the stupendous 
task ahead in the mushrooming of hospitals 
and the needs this implied. While definite 
criteria were established in recruitment of 
medical and psychiatric social caseworkers, 
there were no comparable ones for recrea- 
tion workers. The dearth of professionally 
qualified recreation workers and _ social 
group workers necessitated employment of 
recreation personnel who qualified accord- 
ing to experience and skill in specific 
activities such as music, art, dramatics, 
physical education, or in related fields. 





Journal of Social Casework 


Thus, while professionally qualified 
social caseworkers were being selected wher- 
ever possible according to criteria estab- 
lished in professional associations, recrea- 
tion workers were simultaneously employed 
with varied vocational backgrounds. This 
in itself sometimes created problems in 
their working together with a focus on the 
patient whom both had been employed to 
help. Often the social caseworker’s pro- 
fessional vocabulary both frightened and 
impressed the recreation worker and added 
to her curiosity and confusion about the 
so-called casework help brought about in 
the intimacy of an interview in a private 
office. The caseworker, on the other hand, 
saw no purpose in the sharing of informa- 
tion with the recreation worker where 
better understanding might have benefited 
the patient. I recall the alarm with which a 
medical social worker responded to a sug- 
gestion that the recreation worker read a 
case record. 

The development of co-operative case- 
work and recreation services moved slowly 
in some hospitals, more rapidly in others, 
and not at all in many. The initiation of 
joint understanding and planning some- 
times evolved through informal discussion 
between a _ caseworker and_ recreation 
worker serving the same patients. Effective 
service developed through thoughtful plan- 
ning in which individual staff members had 
definite understanding of the specific goals 
to be achieved in the fusion of these two 
services. A clear differentiation of each 
worker’s area of responsibility brought 
agreement that, while each needed to under- 
stand the purpose of the other, each also 
had his own special competence through 
which to carry out his particular function. 

The medical or psychiatric caseworker 
helping the ill serviceman observed that 
dependency and intolerance of pain were 
manifested to a different degree of intensity 
from that of the ill civilian. The soldier 
did not choose his hospital or physician. 
He did not request admission. He was 
usually far removed from home and family 
and friends who might visit him. He 
needed to learn to trust and have con- 
fidence in his doctor, who was also his 
officer. He might not know the doctor’s 
name but he recognized his rank immedi- 
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ately. He might be feeling failure at hav- 
ing left an unfinished assignment and he 
was lonely for the men in his outfit. When 
the caseworker was able to share this under- 
standing with the recreation worker, poten- 
tialities for better services to the patient 
were realized. The social caseworker and 
recreation worker related to each other 
according to their individual personality, 
goals, and confidence in the integrity of 
the other. A desire to possess the patient 
as “my case” defeated the purpose of any 
joint planning, with the result that help 
given to the patient was less than was in- 
herently available. The social caseworker, 
feeling superior, had to be aware of her 
tendency to be patronizing in her attitude. 
Actually she could acquire much under- 
standing about her patient through the 
recreation worker’s observation of him. 

In this twofold functior, the usefulness 
of the American Red Cross program of 
social casework and recreation cannot be 
minimized. Its demonstrated effectiveness, 
however, varied in different hospitals 
according to personnel, skill, knowledge, 
training, experience, working relationships, 
and respect of each group for the other. 

An evaluation of social casework or 
recreation services as separate or co-opera- 
tive endeavors is significant only in terms 
of the purpose of the agency in which they 
function. The primary function of the 
military hospital is the provision of medical 
facilities and personnel, leading to the 
complete recovery of the patient so that 
he may be returned to his military duties 
as an effectively functioning soldier. When 
this is not possible, attention is focused on 
helping the patient reach the optimum de- 
gree of recovery in order that he may 
return to the community with capacity to 
find his place again in society. 

The following case was selected from a 
hospital where the entire American Red 
Cross casework staff had professional social 
work education and experience. The 
recreation workers, although without for- 
mal recreation or group work training, had 
intuitive sensitivity and awareness. 


The medical officer, Major X, referred the 
patient who had just been admitted to the Hearing 
Disability Section for help in accepting hospital 
regulations. The soldier was insisting upon a 24- 
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hour pass, which was contrary to the regulations of 
the hospital, where patients returned from overseas 
must first have a plan established for treatment. 
Major X said that in addition to suffering from 
the hearing disability, the patient had had both 
hands amputated. 

The caseworker visited the patient on the ward 
and he immediately asked if she could get him a 
pass so that he could go to his home, about 200 
miles away. She explained the hospital procedure 
for newly admitted patients but recognized with 
him that it was difficult to be so close to home and 
still not be able to go there. She suggested that 
the patient might like to wire his family. Perhaps 
they could come to see him, since it would be at 
least five days before he would be granted a pass. 
The patient did not think his wife would come 
to see him—especially if she knew about his hands. 
It was bad enough to write her about being deaf— 
how could he tell her more? She would probably 
run when she saw him. If he could go home it 
would be easier—but he might as well tell the case- 
worker what he really wanted to do. He just 
wanted to see his wife without her seeing him. He 
planned to stand on the corner and wait until she 
passed on her way home from work. He would 
keep his head down so as not to be recognized. 

The patient had such difficulty in hearing that it 
was necessary for the worker to write instead of 
speaking with him. She helped him see the futility 
of his plan. Patient agreed that maybe his wife 
could “take this too.” He asked the caseworker 
to read the letter his wife had written in reply to 
his explanation of the deafness. The letter showed 
warmth and acceptance and the caseworker under- 
lined a sentence in which Mrs. W wrote that no 
disability could change her love for him. Patient 
said a G.I. in a hospital overseas typed his letters 
for him because in that way no one at home knew 
he could not write any more. The caseworker 
asked if the patient wanted her to type a letter for 
him. Patient said “no.” Now that he was back 
everyone would soon know. He would like the 
caseworker to write his wife about his hands. He 
said he had been lucky all his life until this hap- 
pened while in combat in Italy. He described 
finding a canteen which he thought contained 
water. As he was lifting it, it exploded. Patient 
said it would be better for everyone if his head 
had been blown off too. 

As the worker was leaving, the patient called her 
back and asked that she postpone writing the 
letter to his wife. If he could only hear, he would 
telephone her. The caseworker said if the patient 
wanted to call his wife, this was possible. She 
could help him understand Mrs. W’s replies. This 
suggestion pleased him and a call was arranged 
resulting in the wife’s plan to come to the hospital 
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the next day. Patient asked if the caseworker 
would tell his wife about his hands and was 
relieved when she said she would see Mrs. W 
before she came on the ward and could then tell 
her about his accident. He said he could really 
sleep tonight for the first time since this happened. 

Mrs. W was extremely upset when the caseworker 
told her about the double amputation, but was 
able to disguise her feelings when she saw her 
husband. She was later helped with her plan to 
remain in the community during the patient's 
entire hospitalization. She visited him daily. In 
the beginning he refused to leave the ward. He 
carried a bath towel covering his forearms. The 
recreation worker attempted to interest him in 
some activity but he refused to participate in any 
program. Both the caseworker and the recreation 
worker observed that during visiting hours, when 
his wife visited him, he appeared less upset. The 
recreation worker believed that if she could enlist 
the help of his wife, the patient might be enabled 
to participate in some activity. Both workers 
recognized the importance of the patient’s learning 
to lessen the feeling of total inadequacy which his 
disabilities implied for him. The recreation 
worker spoke with the wife who agreed to help in 
any way possible. Since the patient had not yet 
visited the Red Cross recreation hall, Mrs. W agreed 
that she would try to have her husband accompany 
her there. The patient could not take this step. 

The recreation worker reviewed with Mrs. W 
some of the patient's interests prior to his induction 
and learned that he had been an excellent dancer, 
preferring dancing to any other form of recreation. 
His wife responded to the suggestion that possibly 
she would bring him to the next dance. 

The recreation worker discussed this step with 
the caseworker. The importance of the wife's 
reactions should she and the patient come to the 
dance were emphasized. It would be well that she 
know in advance that hearing disabilities often 
cause difficulties in balance. Mrs. W should be 
prepared if the patient were not the “excellent” 
dancer he had been. She needed to know that her 
husband would be sensitive to any reaction she 
might have to holding a stump instead of his hold- 
ing her hand. The recreation worker agreed that 
the case worker should discuss this with Mrs. W. 
During the interview, the caseworker gave Mrs. W 
recognition for the supportive help she was already 
giving patient in her regular visits. The wife ex- 
pressed her concern about her husband’s refusing 
to leave the ward except for various medical treat- 
ments, but was encouraged because he was learning 
to read lips. She seldom needed to write during 
their conversation. 

A few days later a cabaret party was held at 
the recreation hall where tables were placed around 
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the room. The recreation worker was very sur- 
prised to see the patient and his wife sitting at a 
table. Later in the evening she noticed them 
dancing. The wife spoke with the recreation 
worker the next day, saying the tables had been 
the “selling point” in getting the patient to the 
dance. He had said that he would keep his stumps 
hidden under the table if anyone looked at them. 
He had agreed to go to the dance if he could just 
watch. The wife said she was so happy she almost 
cried when her husband asked her to dance. He 
was coming back to the recreation hall with her 
that night to see a movie for he thought he would 
be able to read lips on the screen. 

From this point there was movement in patient's 
ability to use the services of the hospital. Within 
a short period he accepted a three-day pass in 
which he and his wife paid a visit to their parents. 
After completing his lip reading course, he was 
transferred to another hospital for hand prosthesis. 


Another case in which the co-operation 
of the caseworker and recreation worker 
brought effective results, is selected from 
another hospital. 


The medical officer referred Private B to the 
caseworker for help with his inability to accept 
hospitalization. The patient had a kidney infec- 
tion which caused severe pain but the officer 
believed the patient’s reaction to his illness was 
exaggerated. The patient cried with pain and was 
“ difficult ” in accepting medical care. The medical 
officer did not think patient was “ neurotic” but 
if this seemed indicated later he would be willing 
to arrange for psychiatric consultation. 

The patient appeared to be sleeping when the 
caseworker entered his room. He opened his eyes 
and greeted her with a groan, crying that he did 
not think he could stand the pain much longer. 
The caseworker said she knew the patient was 
having severe pain—the medical officer had told her. 
He seemed surprised and said he did not think 
anyone cared whether he was in pain or not. No 
one did anything for him. What could the case- 
worker do, anyway? She recognized with him that 
she could not remove his pain but thought she 
might be able to help in other ways. Sometimes 
patients had worries about which she could help. 

The patient looked at the caseworker suspiciously 
and said, “Who wouldn’t be worried if they were 
in my place?” He said he had not been told any- 
thing about his condition except that he had an 
infection. He knew it was affecting his kidneys 
now and it would not be long before it entered 
the blood stream and then—“ I'll be done for.” To 
her question as to whether he had discussed this 
with the doctor, the patient replied that officers 
didn’t want to be bothered with enlisted men. The 
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caseworker said that this doctor seemed most 
anxious to help the patient and was concerned 
about him. The patient interrupted, saying he 
was almost going crazy, staring at the ceiling, wait- 
ing for these killing pains with nothing else to do. 

The caseworker suggested that perhaps Pvt. B 
would be interested in the recreation program on 
this ward. Miss T would be glad to tell him about 
it. Caseworker then explained that in a large 
hospital the Red Cross had special workers who 
knew much about recreation. Patient said the only 
thing any recreation worker could do for him was 
to sing at his funeral. No one could tell him he 
would ever get out of bed. The caseworker agreed 
that no one could tell him anything he was afraid 
to believe but maybe when he talked with the 
doctor about his condition he would know how 
soon he could get up or how long he would remain 
in bed. Only he and the doctor could decide that. 

Pvt. B again said no one was doing anything 
about helping him. People just came in and went 
out of his room. That day the nurse awakened 
him, then the cleaning woman came in, then a 
ward man, then a maid with a tray, then the 
doctor, then the caseworker—and now she wanted 
to bring another person, the recreation worker. 
Caseworker agreed that it was difficult to lie in bed 
and see people walking in and out. Maybe it was 
not necessary for so many to have been in today. 
She then reviewed with Pvt. B the duties of each 
who had been in his room that day. Patient 
grinned boyishly and said every soldier gripes—as 
for him, he wasn’t much of a soldier any more— 
all he had left was his griping and he intended to 
keen that. The caseworker agreed that he should 
kee, it—it really helped when things seemed bad. 
As the caseworker prepared to leave, the soldier said 
he was willing to see the recreation worker, but, 
“ Heaven help her if she wants me to crochet.” 

In referring the case to the recreation worker, 
the caseworker reviewed the information given by 
the officer and then discussed the patient in terms 
of his fears about the prognosis, his feelings of 
inadequacy as a man (“Heaven help her if she 
wants me to crochet”), his feelings of inade- 
quacy as a soldier (griping was all he had left), 
and some preparation for possible expression of 
hostility toward her. Together they reviewed the 
medical chart and learned that Pvt. B had been an 
electrician prior to his induction, that he was 23 
years old and single. He had been in the army 
almost two years and had sixteen months overseas 
experience. He had had malaria which was treated 
in an overseas hospital. Because of the develop- 
ment of nephritis, he was returned to the States. 
Patient was receiving penicillin. 

After making an appointment with the medical 
officer, the caseworker and the recreation worker 
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had a conference with him in which the caseworker 
described the patient’s concern about the spread of 
the infection and his desire to speak with the 
officer about it. The doctor said he would talk 
with him and reassure him that the infection had 
been checked through the treatment he had re- 
ceived. Penicillin had been very effective although 
it might have helped to cause patient’s irritability. 
He said it was administered at regular intervals 
day and night and patient was awakened every few 
hours. The recreation worker said she had noticed 
that patient was an electrician and asked whether 
the doctor would approve of her interesting the 
patient in some activity that might be related to 
his work. The medical officer said this would be 
most helpful. The patient was physically able to 
be sitting up but he was a “ baby about his pain.” 

The following day, the caseworker introduced 
the recreation worker to the patient who said he 
was feeling better since the doctor told him the 
infection was beginning to disappear. “ The Cap- 
tain thought I could be sitting up soon.” Case- 
worker said that would be a real achievement and 
then left, saying she would return in a few days. 
In this interview the recreation worker learned 
that the patient was interested in radio—especiaily 
“tinkering with them.” Another patient on the 
ward had previously spoken of his radio’s needing 
repair and the recreation worker asked if the 
patient thought he might fix it for the other 
soldier. Patient said he would be glad to try— 
he'd fix it so that it would play well or maybe not 
at all. The recreation worker brought the radio 
after getting the owner's consent for the patient to 
try to repair it (with the possibility that he might 
not). Within the following week, the patient had 
repaired several radios in the hospital. He had 
also shown interest in the radio course given by 
United States Army Forces Institute and with the 
help of the recreation worker had enrolled in this 
course. During this time, recreation worker had 
been showing moving pictures on his floor and 
asked whether patient would like his bed moved 
out so that he could see them. Patient said “ no”; 
he was willing to do things for the fellows like 
fixing their radios but he didn’t want to meet 
them. The recreation worker recognized that the 
caseworker should have this information and spoke 
with her about it, also reviewing patient’s radio 
interest. 

During her next interview with patient, case- 
worker learned that he felt very unhappy about 
his unit, which was in combat. He said he could 
not make new friends after the way he had “ de- 
serted” the old good friends he had overseas. 
Caseworker helped him with these feelings, encour- 
aging him to accept a roommate when he was able 
to be moved to a semi-private room. With the 
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co-operation of the nurse, he was next moved to 
a six-bed ward and later to a large one. He soon 
asked to be included in the group to whom movies 
were shown and, when he was able to be in a wheel 
chair, rode to the recreation house and participated 
in the programs there. His recovery progressed 
simultaneously with his acceptance of his illness 
and his ability to relate himself to others through 
the integrated help of the caseworker and the 
recreation worker. 


The social caseworker in both these situ- 
ations, secure in her own functions, could 
recognize the contribution of the recrea- 
tion worker in using her knowledge of 
activities as a tool for help to the patient. 
The caseworker simply and clearly de- 
scribed the meaning the disability or illness 
had for that patient. In the first case, both 
workers were aware of the significance of 
the wife's help to the patient. When the 
need for more interpretation of patient’s 
disability was evident, the _ recreation 
worker recognized the caseworker’s special 
capacity for helping the wife in this way. 
The joint sensitivity of both workers to 
the patient and his wife brought effective 
results in his treatment. 

In the second case, the caseworker did 
not attempt with the recreation worker a 
technical discussion of the patient’s depend- 
ence-independence conflicts, but  inter- 
preted the feelings of inadequacy which 
he manifested verbally and organically. 
The recreation worker responded by mak- 
ing available an activity that held particu- 
lar interest for him and helped him accept 
the fact that his inability to carry on as 
a soldier did not represent total inadequacy. 

That recreation made a major contribu- 
tion in the military hospital is obvious. Its 
use as a tool in helping patients re-estab- 
lish feelings of adequacy and self-esteem 
cannot be minimized. Activities, as such, 
however, did not meet the needs of patients. 
Rather it was the skilful use of the 
activities based upon an understanding of 
individual and group problems as _ they 
appeared in symptomatic behavior. 

The period of convalescence, short 
though it may be in the civilian general 
hospital, holds great potentialities for the 
use of social group work skills. It may well 
be the area in which social group work can 
begin to demonstrate its helpfulness in 
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civilian hospitals. In considering the intro- 
duction of this new service into the civilian 
hospital, we need to think in terms of social 
group work as a therapeutic group experi- 
ence of which recreation is just a part. 

Medical social service today in military 
and civilian hospitals is meeting the 
challenge of its increasingly appropriate 
responsibilities. It is demonstrating a 
sharpened sensitivity in meeting the pa- 
tient’s needs as he moves along through the 
dynamic experience of diagnosis, treatment, 
and discharge. With this increasing accept- 
ance, social group work might well be 
integrated into a program of medical social 
service. Each social service department, 
however, will necessarily weigh and meas- 
ure the values to be gained against the 
anticipated negatives inherent in its par- 
ticular situation. The approach on an 
experimental basis for a limited period 
would seem desirable, when a hospital de- 
sires to include a professional social group 
work service within its program. 

This new use of social group work will 
require flexibility and a willingness to ex- 
periment in creative planning. Any plan 
for group work in the hospital setting must 
be based upon the participation of profes- 
sionally qualified social group workers. 

We have not been fully aware of the 
many group aspects of the patient’s experi- 
ence in the hospital, particularly on the 
wards, on sun porches, and in clinics. We 
have emphasized rather negatively the 
strains imposed upon the patient who must 
effect an adjustment to other patients in 
the same ward. At times we have recog- 
nized that the patient’s difficulties in effect- 
ing this adjustment were contributing to 
his problems about using hospital care. As 
caseworkers, our help with these difficulties 
has largely been confined to an explora- 
tion with the patient of his feelings about 
the ward or clinic experience. Because of 
the nature of our professional training and 
experience, we have not been able to make 
use of an additional skill which is uniquely 
that of the social group worker. If we 
accept the principle that the hospital ex- 
perience is not an isolated episode in the 
patient’s life but rather a part of a con- 
tinuing experience, we must also recognize 
that what the patient loses or gains while 
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he is in the hospital will be part of what 
he takes with him when he returns to his 
home. If his illness has brought about a 
loss of individual and social adequacy, he 
takes up life again with even less security. 

Medical social service has come of age. 
It no longer needs to justify its place in 
the hospital picture. It is being courted 
and invited into the inner circles of clinical 
conferences, ward rounds, and _ private 
patient referrals as well as within the out- 
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patient dispensaries. Demonstration has 
proved the validity of its services. It is 
now recognized more and more as a pro- 
fession possessing its individual body of 
knowledge and skill, with a function sepa- 
rate and distiuct from any other profession 
within the hospital. Perhaps the time has 
now come to extend our medical social 
service by including a social group work 


program. 


Individual Personality Factors in Illness 
Mildred G. Rothstein 


A senior caseworker at the Jewish Memorial Hospital, New York, N. Y., presents illustrations 
of casework in situations in which emotional factors hindered recovery. 


THIS PRESENTATION is concerned specifi- 
cally with the casework techniques involved 
in treating two patients suffering from 
organic disease where alleviation of emo- 
tional disturbance was considered essential 
in total treatment of the illness. It is 
hoped that this material will illustrate the 
contribution of the caseworker in handling 
emotional] factors that are interfering with 
the patient’s positive response to treatment. 

Sylvia K, age 16, a stout, pretty girl, was 
referred to the medical social worker by the 
doctor in the clinic. She had been suffer- 
ing from hypertension for the past year and 
had been thoroughly studied in the hos- 
pital and clinics. Her symptoms of dizzi- 
ness, headaches, weakness, fatigue, pains, 
and so on, were quite severe and numerous 
treatments had proved ineffective. Nothing 
organically wrong was found aside from the 
elevated pressure, and the referring doctor 
admitted that medical science had nothing 
further to offer the patient at present. 
Patient’s obesity was felt to be a factor in 
her condition but attempts to have her 
adhere to a diet had failed. The doctor 
believed there might be something in her 
social situation which was tied up with her 
illness and inability to follow medical 
recommendations. 

When Sylvia came in for her first ap- 
pointment with the worker, she was smil- 
ing, pleasant, and friendly. Her outward 
reserve soon disappeared and she sobbed 
as she described her miserable and unbear- 


able home situation. She is the oldest 
child of a Catholic mother and Jewish 
father, and has two younger sisters and a 
younger brother. There has been conflict 
between her parents as long as she can 
remember. Her mother accuses her father 
of being lazy, irresponsible, cold, and indif- 
ferent, and of failing to support the 
family. Her father ridicules her mother 
for her lack of education and proclaims his 
superiority to her. Sylvia seemed to take 
her mother’s part against her father, saying 
that since she is the oldest, her mother has 
confided in her and told her all about her 
father. She feels that, because of this, her 
father makes life miserable for her, some- 
times ignoring her and sometimes ridicul- 
ing her. He does not care whether she is 
sick or not. Sylvia feels that he favors and 
spoils her youngest sister. She hates him 
and does not want his love. His very 
presence can send her into a screaming 
tantrum at the least provocation. The tur- 
moil she feels inside becomes uncontrol- 
able and is followed by all the symptoms 
of hypertension. Despite this description, 
Sylvia did not relate her symptoms to these 
difficulties at home. 

She has had to drop out of school be- 
cause of her illness. She was never able to 
do her homework in the tense home atmos- 
phere and could not face her teachers 
unless her lessons were perfect. She would 
like to become a teacher but could not do 
this unless her health improved. 
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During the past month she has had two 
episodes of blindness, lasting a few seconds 
each time, but the doctor found nothing 
wrong with her eyes. These, Sylvia stated 
upon questioning, followed a terrible argu- 
ment with her father, after which he 
ordered her out of the house and she stayed 
away all night. 

During this outpouring, Sylvia said this 
was the first time she had ever told anyone 
her inner feelings. She had confided none 
of this to the doctors or even her friends. 
It was apparent that this interview was a 
painful experience for her. The worker's 
role was to start with rec: sition of the 
patient’s physical illness and her anxiety in 
relation to this, which she was helped to 
express. Then the worker attempted to 
show the frequent tie-up between organic 
disease and emotional disturbance, and 
how treating the latter may relieve some 
of the symptoms of the former. This led 
into an exploration of what factors in her 
situation were upsetting her. Throughout 
the whole process, constant reassurance and 
acceptance were necessary. 

Once the material had been brought 
forth, it left Sylvia emotionally exhausted, 
angry at herself and at the worker, guilty, 
confused, and anxious to terminate the 
interview. Up to this point, Sylvia had 
been permitted to go along at her own 
pace. Here it became necessary for the 
worker to resume control and show her 
awareness of the pain and conflicting emo- 
tions Sylvia was experiencing. An attempt 
was also made to handle Sylvia’s guilt and 
anger, and to assure her of continued 
acceptance. The worker tried to convince 
her that the information she had given 
had helped the worker to understand bet- 
ter, and discussed how they could work 
together toward making Sylvia happier and 
healthier. Sylvia then agreed to come in 
regularly by appointment. 

Before the interview with Sylvia’s mother, 
it was learned that she had been known to 
a family agency but had been unable to 
use help. The subsequent interview with 
Mrs. K revealed her to be an emotionally 
deprived, intellectually limited person who 
felt she had made an unhappy marriage 
but seemed to derive satisfaction in being 
a martyr. She appeared to be rigid and 
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controlling, had no _ understanding of 
Sylvia's inner conflicts, and seemed to have 
abused Sylvia by using her as a confidant 
in her complaints about her husband. 
Mrs. K was ambivalent about Sylvia, say- 
ing she was as undemonstrative as Mr. K, 
yet insisting she loved Sylvia and wanted 
to get help for her. Mrs. K did not want 
to continue with the worker, since she saw 
no need for help herself but indicated that 
this was Sylvia’s problem and that the 
worker could handle it directly with Sylvia. 

During subsequent interviews with 
Sylvia, the latter reacted aggressively to the 
worker. The verbalization of her conflicts 
seemed to make her situation more acute 
and she began to test the worker by mak- 
ing a series of demands that she wished to 
have met immediately and unquestion- 
ingly. She decided first to leave home, 
insisting she could not bear it another day. 
At this point, the worker held a private 
consultation with Dr. S, a_ psychiatrist. 
Dr. S thought that Sylvia was a strong and 
aggressive person who identified with her 
father and consequently clashed with him, 
that she was starved for her father’s love 
and hated him because he denied this to 
her. He believed that Sylvia was probably 
quite hostile toward her mother. It was his 
opinion that Sylvia needed intensive psy- 
chotherapy and should be directed toward 
accepting treatment. Dr. S also recom- 
mended that the worker consistently show 
Sylvia her sincere interest in helping her 
with whatever she wanted, and, if Sylvia 
really wanted to leave home, that she be 
assisted to do this. 

Since the Neuro-Psychiatric Clinic in the 
hospital was not equipped at this time to 
accept Sylvia for care, the worker explored 
the possibility of referral to an outside 
child guidance agency. This agency, how- 
ever, was fearful of handling a person with 
a serious organic handicap such as high 
blood pressure. It remained for the medi- 
cal social worker, then, to assume responsi- 
bility for working further with Sylvia along 
the lines laid down by the psychiatrist. 

As contact with Sylvia continued, the 
worker showed her willingness to go along 
with Sylvia’s plan to leave home, and dis- 
cussed ways in which this could be done. 
Sylvia was exasperated at the fact that this 
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arrangement could not be worked out 
overnight, but the worker recognized with 
Sylvia her impatience and promised to 
work as quickly as possible. Shortly after- 
ward, Sylvia changed her mind and decided 
that all she needed was to get away for a 
rest. Although the worker pointed out that 
this was only a temporary plan and pre- 
pared her for the fact that things would 
probably remain the same when she came 
back, convalescent care was arranged, again 
very quickly, because of Sylvia’s refusal to 
accept delay. 

After her return from the convalescent 
home, feeling not very much better, Sylvia 
brought in a school card left by the truant 
officer. She insisted that she could not go 
back to school under any circumstances 
since her nerves were still so upset, and she 
wanted the worker to fill out the card to 
this effect. The worker went back to the 
doctor, explained what had happened since 
his referral and interpreted Sylvia’s feel- 
ings about school. Although the doctor 
felt Sylvia was physically capable of going 
to school, he agreed, because of her emo- 
tional condition, to state on the school card 
that she was still not well enough to attend 
school. 

Next, Sylvia came in saying she had 
made up her mind to go to work. She was 
positive she could secure a sales position 
and thought that working woud help her 
to cope with her home problems. Simul- 
taneously with these cut-and-dried solu- 
tions, which were escapes in terms of chang- 
ing externals, the worker talked with her 
about her need to resolve some of the 
deeper conflicts which would remain with 
her in spite of outward manipulation. 
Sylvia gained insight into the relation be- 
tween her hypertension and her nervous 
tension by recognizing the coincidence in 
time between emotional upset and physical 
distress. Concurrently, there was a dimin- 
ishing of physical symptoms. It appeared 
that Sylvia was no longer using her illness 
to express her heretofore suppressed hos- 
tility, to avoid competitive situations, and 
to gain attention and affection. 

As the awareness grew that she would 
find relief only in resolving her basic prob- 
lems with the help of a psychiatrist—a con- 
cept that was intolerable to her—she again 
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reacted violently. This time she broke 
contact with the worker and withdrew into 
brooding and depression at home. The 
worker became active in writing to Sylvia 
frequently, reiterating her interest and 
desire to be of help, and encouraging her 
to come in. Sylvia did not respond to 
these letters, but her mother telephoned 
often to complain of Sylvia’s behavior at 
home, to explain that Sylvia did not wish 
to see the worker, and that she, Mrs. K, 
was constantly urging Sylvia to return. 
Since Mrs. K was strongly resistive to see- 
ing the worker herself, during these con- 
versations she was encouraged to allow 
Sylvia to take responsibility for contacting 
the worker herself. 

Finally, since Sylvia still would not come 
in, it was decided that she should be offered 
something concrete in the form of a plan 
that would not be threatening to her. 
There was discussion with the chief of the 
Hypertension Clinic, who agreed to see 
Sylvia in order to explore further the kind 
of help she could secure from the medical 
point of view. A letter to Sylvia brought 
her in on the appointment day. 

Unfortunately, the chief of the clinic 
was unexpectedly called away before he 
could see her, and his assistant, being unre- 
ceptive to the worker’s interpretation, 
handled Sylvia unsympathetically. After 
clinic, a long interview was held with 
Sylvia during which the worker gave her 
free rein to express her feelings. Sylvia 
released a tremendous amount of hostility 
toward the doctors, the hospital, and the 
worker. The worker used this again to 
show her ability to accept Sylvia’s aggres- 
siveness and to emphasize her liking for her 
and desire to help, since Sylvia’s fear of 
rejection was obvious. The worker pointed 
out how Sylvia could use the energy she 
exerted in anger more constructively by 
getting help in relieving her anxieties and 
discomfort. 

From this point on, Sylvia began to move 
ahead more rapidly. She assumed respon- 
sibility for contacting the worker and 
making her own appointments. This de- 
velopment in Sylvia’s taking the initiative 
seemed to mean that she was breaking 
away from her mother’s control. Her ease 
in relating to the worker allowed her to 
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bring out more of her hostility toward her 
mother. Although she still expressed dis- 
like for her father, she evidenced more 
awareness that her attitude toward him had 
been created by Mrs. K. Sylvia’s growing 
independence resulted in her mother’s de- 
veloping extreme hostility toward the 
worker. Mrs. K, therefore, discouraged 
Sylvia from seeing the worker but Sylvia 
resisted these efforts firmly. It was neces- 
sary for the worker to align herself 
completely with Sylvia against Mrs. K. 
Although the worker still encouraged 
Mrs. K to come in herself, she would not 
do so, and the issue was not pressed be- 
cause it was felt that Mrs. K was not 
amenable to treatment and that it might 
interfere with the worker’s relationship 
with Sylvia. 

The real meaning of this relationship to 
Sylvia became apparent when she moved 
toward considering psychiatric care in a 
thoughtful, realistic manner. She showed 
more maturity in responding to the 
worker’s interpretation of psychiatric treat- 
ment, and was allowed to think this 
through at her own pace. Finally, she asked 
directly for this referral, and was able to 
accept delay until it could be accomplished 
and the Neuro-Psychiatric Clinic could 
take her on for treatment. In the interim, 
she worked at a job that lasted a week and 
became interested in recreational activities. 
She became calmer at home and _ her 
father’s attitude toward her did not dis- 
turb her as much as formerly. She was 
able to withstand her mother’s strong ob- 
jections to her seeing a psychiatrist. Sylvia 
also began to look at her parents in a more 
detached way, seeing them both as emo- 
tionally disturbed people. 

After several discussions between the 
worker and the clinic psychiatrist, the lat- 
ter said he was prepared to treat Sylvia. 
At the end of her first interview with him, 
Sylvia reacted negatively but was able to 
overcome this through a long discussion 
with the worker. She then determined to 
follow through, certain that this was what 
she wanted, and secure in the knowledge 
that the worker, although in a passive role, 
would give her supportive assistance. She 
understood that she would relate primarily 
to the psychiatrist from now on. At this 
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point, her physical symptoms had almost 
disappeared and her blood pressure showed 
a slight decrease. She had no further epi- 
sodes of blindness and was otherwise clini- 
cally negative. This was the situation nine 
months after Sylvia had been referred to 
the medical social worker. 

The second patient in this presentation 
is Miss M, an attractive single girl of 29, 
who was referred to the medical social 
worker when she applied for clinic care 
in an extremely disturbed, almost hysteri- 
cal condition. She had been brought in 
by her mother against her own wishes. The 
patient’s mother expressed deep concern 
over Miss M’s behavior of the past few 
weeks, which included refusal to eat, to 
work, or to talk to anyone, inability to 
sleep, pacing the floor all night, threaten- 
ing to commit suicide, and crying con- 
stantly. She said that Miss M had been 
depressed since her brother went into naval 
service several months ago. It was also 
learned that Miss M had marked disfigure- 
ment of the legs, which were badly swollen 
and shapeless. Mrs. M said patient had 
been a cardiac since childhood. 

Besides Miss M, the family consisted of 
patient’s parents, brother Henry, age 19, 
in the navy, and another brother of 12. 
Mr. M was employed in a factory earning 
$25 a week. Miss M was a dress operator, 
averaging $50 a week, and had been the 
main support of the family. 

Worker interviewed Miss M while she 
was waiting to see the doctor. Miss M was 
weeping uncontrollably but in response 
to the worker’s steady reassurance and pa- 
tience, she composed herself sufficiently to 
share with the worker some of her diff- 
culties. Because of her heart condition, 
doctors had warned her against marriage 
and pregnancy. She was also painfully 
self-conscious about her legs, which she felt 
had made her a social outcast. She had 
consequently resigned herself to never liv- 
ing a normal life and had decided to lavish 
her affections upon her brothers, particu- 
larly Henry, ten years her junior. She had 
“stolen ” him from her mother and raised 
him as her own child. She had devoted 
her life to him and had nearly broken 
under the strain of separation when he 
went into the navy. He was sent to school 
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in San Diego for training as a pharmacist’s 
mate, but when he finished the course and 
looked forward to transfer, she insisted he 
try to stay at the school, dreading that he 
might be shipped to the Pacific area. 
Although he was miserable about it, he 
managed to remain there. His classmates, 
however, were transferred to another school 
nearer home, where they were quite happy. 
Miss M felt her brother blamed her for 
his unhappiness and was frantic with fear 
that she would lose his love. She seemed 
to have insight into the reasons for her 
disturbance but her attitude was one of 
hopelessness and resignation. She felt 
deeply guilty about Henry and understood 
that their relationship was an unhealthy 
one. She intellectualized her reasons for 
having done all she did by explaining that 
this had been her only outlet, and that 
actually Henry had benefited. However, 
the recent event, which resulted in Henry’s 
first rebuke of her, threw her carefully 
built up structure of rationalization out 
of gear and brought into clearer focus the 
damage she had done. She felt compelled 
to punish herself and Henry as well. 
The interview was interrupted when 
Miss M was called in to see the doctor. 
The doctor found evidence of cardiac 
defects and was interested in her leg con- 
dition but believed her emotional disturb- 
ance was the primary consideration. He 
therefore recommended that Miss M see 
a psychiatrist. Miss M became furious both 
at the doctor and the worker, rejecting all 
expressions of interest and offers of help. 
The worker accepted this hostility by grant- 
ing Miss M freedom to express her feelings 
and by showing her understanding of Miss 
M’s reaction to something new, sudden, 
and frightening. The patient was respon- 
sive to this handling, providing the worker 
with an opportunity to emphasize her 
recognition of Miss M’s discomfort and to 
interpret the kind of help which could be 
obtained from the doctor, psychiatrist, and 
medical social worker. After much discus- 
sion, during which it developed that Miss 
M had not been examined by a doctor in 
several years, Miss M agreed to a complete 
medical check-up, although she was certain 
the doctors could not tell her any more 
about herself than she already knew. 
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Miss M made several more visits to the 
Medical Clinic where she established a 
good relationship with Dr. R. With his 
help, she eventually accepted admission to 
the hospital for a more exhaustive study of 
her legs and heart. During her clinic visits 
Miss M’s anxiety symptoms lessened and 
she did not contact the worker. The 
worker, therefore, took the initiative in 
seeing Miss M when she was in clinic, 
writing to her at other times suggesting 
that she call for an appointment. Although 
Miss M called several times, she canceled 
the appointments later on. When she was 
hospitalized, she telephoned the worker 
from the ward, mentioning casually that 
the worker could pay her a social call if 
she wished, but emphasizing that she had 
nothing in particular to discuss. The 
worker began to visit Miss M on the ward 
and saw her frequently for the three weeks 
she was in the hospital. 

X-rays, electrocardiograms, and veno- 
grams were being taken. Conferences were 
held between the worker and resident staff, 
as well as with Dr. R. It was found that 
Miss M had congenital heart disease, right- 
sided heart failure, and a badly defective 
heart mechanism. Her attitude while in 
the hospital was outwardly cheerful and 
she seemed to enjoy the experience. Never- 
theless, she continued to shrug her shoul- 
ders at the efforts of the doctors and to 
state that she did not know why they were 
going to all this trouble when it was ob- 
vious nothing could be done for her. 

Miss M assumed an amused and tolerant 
air toward the medical staff and the worker. 
She made strong efforts to personalize the 
relationship with the worker, and fre- 
quently said she was unworthy of the 
worker’s interest and did not feel she could 
be helped by her. The worker, however, 
continued to show her interest by her visits, 
by smoothing out the occasional friction 
between Miss M and the doctors when the 
latter grew irritated at Miss M’s indiffer- 
ence, and performed other manipulatory 
services. Although the worker was aware 
of Miss M’s hostility, she did not attempt 
to handle this directly, but concentrated 
on getting across to Miss M her real 
concern for her and desire to help. The 
primary focus at this time was on the estab- 
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lishment of rapport and complete accept- 
ance of the patient. 

When the doctors decided that they could 
not determine the cause of the leg swelling 
and had little to prescribe in the way of 
treatment, Miss M showed some disappoint- 
ment but quickly recovered and resumed 
her attitude of hopelessness. It was also 
learned that Miss M’s heart condition, 
although serious, was under control, that 
her activities need not be too restricted, 
and that she could return to her sedentary 
job. 

At the point of Miss M’s discharge, she 
thanked the worker for her interest but 
said she would not be seeing her again 
because she did not feel she could be helped 
further. After discussing with the doctors 
the potential dangers in the situation, the 
worker decided to challenge Miss M 
directly by suggesting that Miss M really 
did not want to be helped, that she was 
pleased that nothing could be done for her 
physical condition because it might have 
meant change in her way of living, and 
that she received satisfaction in punishing 
herself by denying her right to seek happi- 
ness. Miss M responded by a tearful and 
emotional disavowal of everything the 
worker had said. She pointed out that she 
had written to her brother telling him not 
to depend upon her any more and to show 
more consideration to his mother. She was 
relinquishing control of him and trying to 
make amends to both him and her mother. 
She was pianning to return to work and 
fulfil her responsibilities to her family but 
she could see no other way to obtain any 
satisfaction out of life. The worker showed 
her awareness of how hard it was to give up 
the only satisfying thing in her life—her 
relationship with Henry—but offered to 
help Miss M find gratification in other 
areas so that she would not feel so deprived 
in both her physical handicaps and emo- 
tional frustrations. Miss M, still upset and 
angry, repeated that she was not interested 
in being helped. The worker told Miss M 
she could feel free to change her mind and 
she would be glad to hear from her. 

Several days after Miss M left the has- 
pital, she telephoned the worker, crying 
hysterically and insisting that the worker 
was all wrong. She did want to be well and 
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happy but she felt so sick and miserable. 
She finally agreed to accept an appoint- 
ment and contact was established with her 
on a regular basis. 

Frequently, she would call to cancel an 
appointment but after some discussion 
would decide to come in. On several occa- 
sions, she asked whether she could let the 
worker know about the next appointment 
and would stay away for a few weeks. A 
letter would help Miss M to come in again. 
Although she tried to avoid responsibility, 
she was assisted in taking a more active 
part in treatment. She was encouraged to 
see Dr. R, who gave her a good deal of re- 
assurance about her physical condition. He 
prescribed elastic stockings for constant 
wearing, Ace bandages for use at home, 
and sufficient rest after work. Dr. R ad- 
mitted to the worker that his treatment of 
this condition consisted of palliative meas- 
ures, and emphasized to Miss M how im- 
portant a factor was her own co-operation. 
Doctor and worker met frequently to dis- 
cuss the patient and they agreed that the 
leg swelling was related to Miss M’s emo- 
tional condition. 

Miss M began to take more interest in 
her appearance, which she had neglected, 
and followed conscientiously Dr. R’s in- 
structions for the care of her legs. As time 
went on her legs were so noticeably reduced 
in swelling that they appeared almost 
normal. Miss M was extremely proud of 
this. She fixed her hair more attractively, 
dressed more becomingly, and made the 
most of her physical attributes. 

More was learned about Miss M while 
this was going on. She had keen insight 
into herself and impressed the worker as 
a highly intelligent person. Although her 
formal education was limited, she had read 
extensively and was well informed. She 
was impatient with dull, uneducated, or 
uncultured people, but resented those with 
education and authority. She made prog- 
ress in recognizing her feelings about this, 
especially in relation to her attitude toward 
the worker, doctors, and psychiatrists. Miss 
M, essentially an insecure and unstable 
person, was very fearful of being considered 
weak or inferior, and needed constant ap- 
proval. She had a good deal of hostility, 
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part of which she turned on herself in a 
self-punishing way. 

Within the family unit and in her rela- 
tionships with her brothers, Miss M took 
over her parents’ roles in many situations. 
She had a definite need to control but she 
rationalized this by negating her parents’ 
capabilities. She seemed barely able to 
tolerate her mother, whom she considered 
a household drudge of limited intelligence, 
but expressed much more hostility toward 
her father, with whom she clashed fre- 
quently because of their similar personal- 
ities and drives. Her general attitude 
toward men appeared to be a negative one, 
and she was conflicted about her own 
femininity. 

Miss M continued to resist help in many 
ways. She needed to demonstrate her 
ability to resolve her own problems, even 
though this independence increased her 
anxiety. She admitted having had many 
attacks of anxiety at crucial times in her 
life but insisted she could cope with them. 
Gradually, she became more receptive to 
sharing her difficulties with the worker and 
was able to clear up her confusion in some 
areas by using the worker’s interpretation 
of material she brought out in interviews. 
However, she consistently rejected psychi- 
atric care. 

At the beginning, she had talked of her- 
self disparagingly. Because the worker 
emphasized Miss M’s capabilities and gave 
her recognition for her intellectual attain- 
ments, she became freer in expressing her 
desire to improve her status in life. She 
thought of completing her formal educa- 
tion in order to qualify for a better job. 
She started to nove out of her preoccupa- 
tion with family relationships into other 
interests, such as social and recreational 
activities in which she made new friends. 

About this time, Miss M met a man two 
years older than she, who became very 
much interested in her. She was flattered 
by his attentions because her friends and 
family spoke of him as a fine catch and 
other girls had been unsuccessful in arous- 
ing his interest. She then became disturbed 
about whether to tell him of her heart con- 
dition and the trouble with her legs, which 
he did not seem to have noticed. Miss M 
feared she would lose him and yet thought 
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it was unfair to deceive him. She was 
helped to think this through and finally 
decided to tell him. When she did, he con- 
tinued to express his feeling for her and 
eventually asked her to marry him. 

This propelled her into another severe 
anxiety state, during which she was unable 
to work or sleep. The pressure of her 
family and friends to accept him and their 
insistence that this might be her last chance 
to marry conflicted her further. For a time, 
she was unable to analyze her real feelings 
about him, saying she could not do so as 
she was worried about whether she was 
physically able to go through with mar- 
riage. The worker helped Miss M estab- 
lish the reality factors by consulting Dr. R, 
who stated Miss M could marry and might 
even, with difficulty, have a child, but still 
needed to have her emotional problems 
resolved. 

Miss M was then able to look at her 
situation more objectively. She admitted 
that this man was intellectually inferior 
to her, immature, and backward socially, 
and expressed dissatisfaction with the pas- 
sive sexual role he assumed. He had been 
very attached to his mother, who had re- 
cently died, and she felt he might be view- 
ing her as a mother substitute. She reached 
the conclusion that she would not allow 
herself to enter into another neurotic rela- 
tionship with a man, having seen what her 
attachment to her brother had done to both 
of them. At first, she felt relieved after mak- 
ing this decision, which the worker felt was 
mostly on an intellectual level, but later 
was thrown into another anxiety state by 
her doubts as to whether she had made the 
right choice. The increased frequency of 
these hysterical attacks and her extreme 
physical discomfort at these times brought 
Miss M to the point where she became 
more responsive to the worker’s interpreta- 
tion of the relationship between physical 
and emotional factors. 

It is significant that Miss M’s legs would 
grow more swollen whenever her emotional 
disturbance became acute. Her heart 
would also react to these upsets. The 
worker was able to use Miss M’s increased 
understanding to point out her urgent need 
for psychiatric treatment. The contact with 
the worker seemed to have been instru- 
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mental in increasing Miss M’s security in 
seeking help for herself. She had always 
needed to assume the impossible burden 
of coping with her problems independently. 
Now she had greater freedom in recogniz- 
ing her inability to do the job alone. The 
worker had succeeded in giving Miss M 
enough acceptance so that she did not have 
to fight so intensely against being thought 
inadequate. Miss M also developed more 
understanding of her hostility and how she 
used: this to block off help. She then was 
able to accept referral to a psychiatrist. 
Since Miss M had returned to work and 
could not attend the day-time clinic at the 
hospital, she was referred to an outside 
evening psychiatric clinic. After several 
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visits and a good deal of initial negative 
feeling, she eventually established a good 
relationship with thé psychiatrist. Since 
Miss M chose to remain under the private 
medical care of Dr. R, the medical social 
worker later helped Miss M to relate to 
the caseworker at the psychiatric clinic. 
Miss M continued to have regular medical 
supervision, her heart condition was under 
control, and there was decreased disfigure- 
ment of her legs. 

At the point of transfer, after ten months 
of casework help by the medical social 
worker, Miss M was functioning regularly 
on her job, felt well, and was receiving in- 
tensive psychiatric treatment. 


Achieving Maximum Adjustment in Chronic Illness 
Bessie Schless 


The author is a caseworker in the Social Service Department of the Montefiore Hospital, 
New York, N. Y. 


Tue FAcT that the Program Committee 
has thought a discussion of patients with 
chronic illness appropriate to a meeting of 
this kind points up our growing awareness 
as medical social workers of the needs of 
the chronically ill and our search for ways 
to relate our services to these needs. As 
practitioners, it is not necessary for us to 
look at medical statistics to prove that 
chronic disease is a real concern of medi- 
cine today. The day-by-day experience of 
most of us, whether in the general hospital 
or the chronic, is with the patient whose 
‘illness is long-time in nature and more 
frequently controllable than curable. 

This could be a bleak and hopeless pic- 
ture if we were to focus upon the disease 
rather than upon the patient with the ill- 
ness. The connotation of the word 
“chronic” has for too long been an un- 
pleasant one, signifying to many people 
“ incurable” and therefore “ hopeless.” It 
is true that chronic illness implies no cer- 
tain cure. But as we grow in our under- 
standing of the potentialities for full and 
rich living within those with chronic ill- 
nesses, we are no longer content to assume 


that because of the unlikelihood of cure 
their future is hopeless. 

Translated into the offering of social 
casework help to those with long-time 
illnesses, this change in attitude can 
measurably reduce the difference between 
chronically sick people and others. In 
the light of our increasing psychosomatic 
understanding, it is an anachronism to 
speak of “cancer patients,” “ cardiacs,” 
“ diabetics” as though the common factor 
of diagnosis creates a common denominator 
of understanding. What is of significance 
to the medical social worker, in chronic 
illness and acute illness alike, is the indi- 
vidualized knowledge of the patient with 
his illness and the direction of the knowl- 
edge toward helping him to achieve the 
optimum use of himself in relation to his 
environment. 

Working in a hospital that has defined 
as its over-all function active medical care 
of patients with long-time illnesses, I have 
carried on my case load primarily patients 
whose chronicity has been defined not 
only in terms of the illness from which 
they suffer but in terms of the way of 
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living the illness has created. Hospitaliza- 
tion is not a novel experience for these 
patients. The fact of their illness is usu- 
ally something that patients in a hospital 
for chronic care have lived with a long 
time; yet, their reaction to the hospital 
experience and their relation to medical 
care are as varied as the life forces that 
shape them; as individual human beings 
their primary right is the right of indi- 
vidualized understanding. 

The kinds of problems that come to the 
attention of a medical social worker in a 
hospital for patients with chronic illness 
are again as varied as the patients them- 
selves. Essentially, they are no different 
from the services requested in a hospital 
for acute disease. Nor do i see a difference 
in the way the medical social worker relates 
to these services. 

To illustrate the application of the 
generic understanding of medical social 
casework in a specialized setting, I have 
selected the situation of Mr. S, a 71-year- 
old man suffering from cancer of the 
larynx. In selecting this for discussion I 
have been particularly aware of the fact 
that Mr. S is the kind of patient we have 
thought least about in terms of a positive 
result from casework services. On the face 
of things, his age and diagnosis are factors 
that might well lessen his ability to use 
help that involves patient-participation. 
Too easily, he might be relegated to a group 
for whom it is necessary “todo” because 


of the limitations set by age and illness.. 


It is because I think that other medical 
social workers have been uncomfortable 
with a “doing for” role that I think of 
Mr. S’s situation as having something sig- 
nificant to teach us about how to help 
people suffering from a chronic illness. 

Mr. S was admitted to the Cancer Service 
of the Montefiore Hospital, following a 
tracheotomy performed in a general hos- 
pital. At the time of admission he was 
seen by the referring hospital as needing 
terminal care, a service that Montefiore 
Hospital accepts as part of its medical care 
program. 

Mr. S became known to the Social Service 
Department when his doctor recommended 
his discharge from the hospital on the 
regular discharge recommendation sheet 





321 


submitted to the Social Service Department 
when a patient is thought by the doctor 
to be medically ready to leave the hospital. 
It is the responsibility of the social worker 
to plan with the patient for his care out- 
side the hospital. No patient actually 
leaves until satisfactory plans for such care 
have been worked through. 

Before the worker was able to see Mr. S, 
Miss N, his medical social worker at the 
hospital where he had been known previ- 
ously, called the worker to inquire about 
the patient’s discharge. Miss N pointed out 
at this time the difficulties that leaving the 
hospital would create for Mr. S. She stated 
that he was old and very ill, that his wife 
was herself an ill person, inadequately 
equipped to give the patient any physical 
care and extremely fearful about taking 
him home since she knew the nature of 
his illness.) When the patient had told 
his wife the doctors were ready to discharge 
him from Montefiore, she had gone to Miss 
N to ask her to intercede for the patient 
and secure permission for him to remain in 
the hospital. Miss N herself expressed sur- 
prise at worker’s confirmation of the fact 
that patient’s discharge from the hospital 
had been medically recommended. She had 
thought, in referring Mr. S to Montefiore, 
that he would be staying on until the end 
came and she was doubtful of his ability 
to maintain himself on the outside. 

The worker was not yet familiar with the 
exact circumstances of the case, having at 
this point only received the discharge 
recommendation, which signified that the 
patient did not, in the opinion of the 
doctors, require terminal care and that no 
active medical treatment in a hospital at 
this point was indicated. She therefore 
could only tell Miss N that she could see 
that leaving the hospital might create real 
problems for Mr. S and his wife and state 
her willingness to be of service to them in 
working out satisfactory arrangements for 
his care outside the hospital. It was agreed 
that Miss N would refer Mrs. S to the 
worker for help in discharge planning. 

The following day Mrs. S came to the 
worker’s office, carrying a large suitcase 
which she said contained the patient's 
clothing. A bent, fragile-looking woman, 
Mrs. S seemed visibly upset and found great 
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difficulty in expressing herself in the early 
part of the interview. Speaking very rap- 
idly, Mrs. S told the worker that she had 
come to take the patient home, since he 
had told her that the doctors had dis- 
charged him. The worker recognized that 
Mrs. S seemed upset and recalled her dis- 
cussion with Miss N in which the patient’s 
wife had questioned her ability to take her 
husband home. She wondered if Mrs. § 
really felt ready to take her husband home 
now, although her coming in with his suit- 
case would indicate this. Mrs. S repeated 
that her husband had told her that the 
doctors had discharged him. 

Worker agreed that the patient’s dis- 
charge had been medically recommended 
but explained that patients did not actually 
leave the hospital until the social worker 
had had an opportunity to talk with them 
about their plans for living outside the 
hospital. This seemed to be a great relief 
to Mrs. S who relaxed sufficiently at this 
point to state her situation more clearly. 
She said she and her husband lived alone 
and that they managed rather comfortably 
on the money they received from social 
security benefits and supplementary old age 
assistance. However, she had a great deal 
of question as to whether patient was medi- 
cally ready to leave the hospital. She won- 
dered if the worker knew what the diag- 
nosis was and if the worker felt that a man 
with “this kind of sickness” could get 
along outside the hospital. 

Worker spent some time with Mrs. §S, 
clarifying with her Mr. S’s present status, 
indicating that she understood from the 
discharge recommendation that his illness 
had been well controlled by the operation 
he had had and that further hospitaliza- 
tion was not thought medically necessary. 
Worker wondered, though, if Mrs. S felt 
comfortable about this, and since she still 
seemed to have a great deal of question 
about it, suggested that the doctor would 
be willing to discuss with Mrs. S the 
patient’s present condition and the kind 
of care he required. Worker acknowledged 
the difference between this information 
and the interpretation Mrs. S had had at 
the point of patient’s coming to Montefiore, 
and saw this difference as contributing to 
Mrs. S’s present anxiety. 
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Worker attempted to help Mrs. S to dis- 
cuss her husband’s feelings about leaving 
the hospital, but Mrs. S did not talk freely 
about this. It was worker’s impression that 
both Mr. and Mrs. S were very anxious 
to do whatever the hospital said and that 
it was difficult for them to raise any ques- 
tion that seemed to disagree with a hos- 
pital decision. It was evident, however, 
that Mrs. S was not comfortable with the 
present recommendation and would need 
further help from the worker and the 
doctor in carrying it through. 

Since Mrs. S had indicated to Mr. § the 
previous evening that she might come in 
for him the following day, the worker 
arranged for her to see him and explain 
to him that, before he went home, the 
worker would be coming to talk with him 
about plans. 

Later in the afternoon, Mr. S himself 
came to the office to see worker. He was a 
tall, distinguished-looking gentleman with 
regular features and an erect bearing. Mr. 
S was greatly disturbed when he came into 
the office, and it was hard for the recep- 
tionist to understand him because of his 
difficulty in speaking and controlling his 
breathing through the tracheotomy tube. 
When the worker first approached him and 
asked him to come into her office, he had 
trouble explaining who he was and why 
he had come to see her. Worker told Mr. 
S that she had time to spend with him and 
that it was not necessary to hurry. He 
seemed to grow calmer as he sat in the 
office and finally was able to tell the worker 
that his wife had told him she had spoken 
to the worker about his going home. Mr. 
S expressed a desire to return to his own 
home, emphasizing how difficult it was fon 
him to be separated from his wife, but, 
pointing to the tracheotomy opening, he 
said that he did not know how he would 
manage as far as changing the tube was 
concerned. In speaking further with the 
patient, it was learned that he had had no 


‘instruction in either hospital as to how the 


tracheotomy tube worked, and his anxiety 
about the mysterious nature of the appa- 
ratus was apparent. With help from the 
worker, he expressed the fear that some- 
thing might go wrong at home and he 
would find it impossible to breathe. 
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Worker recognized that this thought was 
very frightening to the patient and made 
it dificult for him to think of leaving the 
hospital. She offered to bring the problem 
to the attention of the doctor to see what 
assistance might be given the patient in 
understanding the nature of the treatment 
he had received. This seemed to be re- 
assuring to Mr. S and he left the office quite 
calmly. 

From her initial contact with Mr. S the 
worker was impressed with the independ- 
ence he had shown in coming to her office 
for help and with his ability to focus on 
what was troubling him in relation to hos- 
pital discharge. She shared these impres- 
sions with the resident physician on pa- 
tient’s service the next day, telling him 
what she knew of the home situation as 
brought out in her interview with the pa- 
tient’s wife and asking if there was some 
help that the hospital could offer the 
patient in understanding how he might 
manage with the tracheotomy. The doctor 
reported that, despite the serious nature of 
the patient’s illness, his general physical 
condition was excellent. Physical examina- 
tion, laboratory and X-ray study had re- 
vealed no metastatic process, and findings 
on the patient’s heart and lungs were 
entirely negative. It was this favorable gen- 
eral picture that had been responsible for 
the discharge recommendation. The doctor 
recognized, however, that the patient was 
handicapped in his ability to carry on out- 
side the hospital by the fact that he had 
been given no responsibility for the care 
of the tracheotomy. He authorized de- 
ferring discharge until some instruction 
had been given patient in changing the 
tube and dressings himself. With this kind 
of help, he thought the patient and his wife 
could have the experience of being together 
for some time. The doctor agreed later to 
give the worker his impressions of the pa- 
tient’s capacity to take care of his own 
needs. 

A six-week period was necessary in order 
to carry through the plan that evolved from 
the discussion with the doctor. Worker 
continued to see both Mr. S and his wife 
during this period and discussed with the 
doctor and nurse responsible for giving the 
patient his instructions the way in which 
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he was taking hold of the help offered him. 

Patient was at first fearful about the pro- 
cedure and readily talked with the worker 
about his fears. Because he was so afraid 
of dropping the tube or inserting it incor- 
rectly, it was decided in discussion with the 
doctor and nurse that the instruction 
should be gradual. At first the nurse did 
the entire procedure but explained to the 
patient each step as she did it, relating her 
activity to its purpose. Then, day by day, 
the nurse assigned to patient increasing 
responsibility for the procedure itself until, 
by the beginning of the fifth week, he was 
doing the entire process. At this point, 
patient’s wife was permitted on the ward 
to watch the patient change the tube, since 
worker observed in her discussions with 
Mrs. S some doubt as to patient’s ability to 
take care of himself. 

As soon as the patient was assigned com- 
pleie responsibility for his own care, he 
began to press for discharge from the hos- 
pital. Mrs. S was less able to accept his 
readiness to leave, although she could not 
bring out either to worker or to the doctor 
any direct expression of her fears. Rather 
she showed her uncomfortable feelings 
about the plan by questioning patient’s 
ability to come to clinic because of the 
costs of transportation, asking if the hos- 
pital would readmit him if he became 
acutely sick at home, and wondering what 
steps could be taken if an emergency arose 
when he was outside the hospital. All Mrs. 
S’s questions were answered on a reality 
level. Worker discussed with the Depart- 
ment of Welfare worker the patient’s medi- 
cal needs, and it was agreed that the De- 
partment of Welfare would supplement for 
transportation costs, which were defined by 
the doctor as bus fare in good weather and 
cab fare in inclement weather. The hos- 
pital policy regarding readmission was dis- 
cussed with both Mr. and Mrs. S who were 
assured that patient could be readmitted 
upon the recommendation of the clinic 
doctor, and the facilities for emergency 
medical care in New York City were care- 
fully interpreted by the worker. 

Since the patient had never taken care 
of the tracheotomy tube without a nurse 
standing by, the worker discussed with the 
doctor the possibility of sending in a 
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visiting nurse to the S home during the 
patient’s first week there, with the under- 
standing that she was not to perform the 
procedure for patient but to give him the 
added confidence of her presence in order 
to ease the transition from hospital to 
home. The doctor recommended the re- 
ferral and both patient and his wife liked 
the suggestion. The situation was then 
discussed with the Visiting Nurse Associa- 
tion in terms of what Mr. S was able to do 
for himself and the way in which his 
capacity to help himself could be strength- 
ened. Mr. S left the hospital with the 
assurance that the visiting nurse would 
come in the following day to supervise his 
care of himself. 

Four days after patient’s discharge from 
the hospital, the nurse reported to the 
worker that she felt she could discontinue 
her visits to the home in a few days. She 
described Mr. S as being delighted at being 
home and able to take care of himself, but 
she thought that Mrs. S was inclined to be 
overprotective of him and needed the 
added assurance of her presence for a few 
days because of her doubts as to patient’s 
capacities. 

At the first clinic visit the doctor found 
that Mr. S had gained a little weight and 
mentioned this to Mrs. S. Subsequently 
Mr. and Mrs. S seemed to settle into a 
home routine that was comfortable and 
satisfying for them. Five months have now 
elapsed since Mr. S’s discharge from the 
hospital. During this time, he has con- 
tinued to attend clinic regularly and has 
shown no signs of physical deterioratiox. 
His confidence in his ability to function 
independently has been illustrated dramati- 
cally by two incidents that have occurred 
since his discharge from the hospital. 
Three weeks after leaving the hospital, 
Mr. S broke the outer tube when he was 
cleaning it; his wife immediately called 
the police who took him to the emergency 
room of a nearby hospital where a tem- 
porary tube was inserted. In describing 
the incident to worker and the doctor on 
his next clinic visit, Mr. S seemed to take 
real pride in the fact that he had been 
able to instruct the doctor in the emer- 


gency room as to how to insert the tube : 


and confided to the clinic doctor that he 
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thought that be could have done it him- 
self, but his wife “ got excited.” 

More recently, Mrs. S was advised by 
her own doctor that she might have to 
enter the hospital for study, and she and 
Mr. S discussed this possibility with Mr. 
S’s doctor, raising questions as to the way 
Mr. S would manage in her absence. Mr. 
S's doctor sensed great anxiety on Mrs. S’s 
part in leaving Mr. S alone and suggested 
that he would speak with the worker about 
the problem with which they were faced. 
Mr. and Mrs. S came to the worker’s office 
before the doctor reached her, and Mrs. § 
asked at once about the possibility of the 
patient’s being readmitted to the hospital. 
She could not enter the hospital herself 
without knowing that he was well cared 
for. Mr. S was reluctant to come into the 
hospital again, stating that he did not feel 
sick; he could not manage at home alone, 
it was true, since he would find shopping 
and cooking difficult, but he wondered if 
there were not some other way of meeting 
the situation. Worker said she would talk 
with the doctor about whether patient 
could stay home alone if housekeeping help 
were available during the day; she also 
indicated that it might be possible to 
arrange for patient’s stay in a nursing 
home on a temporary basis with the De- 
partment of Welfare assistance, and agreed 
to discuss these possibilities with the doctor. 

When the worker spoke with the doctor, 
she found he had been thinking only in 
terms of the patient’s readmission to the 
hospital. He did not think it safe for 
patient to be left alone at night, since he 
would be unable to arrange for care if an 
emergency should arise. He noted that 
when patient became disturbed, he lost 
his ability to speak with any clarity and 
saw this as interfering with his capacity 
to call for help in the event that he needed 
it. Worker wondered if readmission to 
Montefiore were the answer, suggesting that 
the patient, in the light of the way the pro- 
gram at Montefiore had previously been 
interpreted to him, might see rehospital- 
ization as an indication that he was ill. 
She saw admission at this time as fostering 
patient’s dependency when he was still able 
to function outside the hospital. When 
she told the doctor of other possible plans, 
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bringing into the discussion the patient’s 
own feelings about re-entering the hospital, 
the doctor accepted the worker’s thinking. 
In talking with Mr. and Mrs. S, he ex- 
pressed approval of a nursing home as 
allowing the patient more freedom than 
the hospital could offer without jeopardiz- 
ing the gains that patient had thus far 
made. Both the patient and his wife 
favored the nursing home plan, and 
arrangements are now being worked out 
with the Department of Welfare for pa- 
tient’s admission to a nursing home as soon 
as his wife enters a hospital. 

Worker’s activity in the S case has been 
geared to handling the specific problems 
that being ill created for Mr. and Mrs. S, 
with understanding of the significance of 
their relationship with each other. Clues 
to understanding Mr. S have come not only 
from what he says but from his actual 
behavior. Here is a man whose medical 
history bespeaks an ability to carry on de- 
spite the onslaught of a debilitating illness. 
Once the malignant growth from which 
he suffered had been removed, Mr. S’s body 
showed its ability to recuperate. The 
worker’s understanding that there is a psy- 
chological factor in healing enabled her to 
see in his improvement an indication of 
his physical and emotional stamina. She 
was helped in carrying out plans based on 
this understanding by the doctor’s capacity 
to accept the patient as he was and to see 
the role the hospital could play in his re- 
habilitation. In spite of entering the hos- 
pital for terminal care, Mr. S has gained 
from the experience confidence in his own 
strength and affirmation of his ability to 
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sustain the relationship with his wife that 
is at the core of living for him. 

In pianning with Mr. S, the worker is 
seen as identified with the hospital as an 
institution offering active medical treat- 
ment to its patients. She brings to her dis- 
cussions with both the patient and his wife 
as well as the doctor an acceptance of the 
doctor’s authority in relation to hospital 
discharge. She sees it as part of her func- 
tion in the discharge situation to under- 
stand the meaning of leaving the hospital 
to a particular patient. Deferment of the 
discharge thus becomes not merely a post- 
ponement of an inevitable hardship, but 
a means of enabling the patient to gain 
more help from the hospital in making this 
adjustment. She does not minimize the 
difficulties that either Mr. or Mrs. S is 
facing but draws upon their strength to 
meet them. 

It is not possible to say how many pa- 
tients suffering from long-term illnesses 
have within themselves the ability to face 
their disabilities as courageously as Mr. S. 
But each patient suffering from long-term 
illness has the right to be known as an 
individual with hopes and fears and 
aspirations for himself. Without this kind 
of individualized knowledge of the patient, 
it is not possible to open up for him any 
vistas broader than the illness with which 
he lives; with it, the patient is identified 
by his whole being, not by an affected part. 
The limitations of illness are not over- 
looked but seen as part of the patient 
affecting the whole of him but not obliter- 
ating him. 
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Casework in Illness 


THE INEVITABLE interrelationship of 
physical, emotional, and social factors in 
illness is continuing to receive recognition 
in social work as well as in medicine. This 
recognition is not based on newly discov- 
ered principles but is rather an acknowl- 
edgment that the various components of 
illness must be more exactly understood 


and more skilfully controlled. The search 
is the old one for methods of being of 
greater help to the sick. 

The validity of the interest of the pro- 
fession of social work in this subject is 
undispuied. Social workers have always 
been aware of the social loss and the per- 
sonal maladjustments and suffering result- 
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ing from ill health. With pronounced fre- 
quency caseworkers find in their case loads 
problems of sickness and medical care 
which are complicated and varied in 
nature. Acceptance of the fact that family 
and personal problems have a direct bear- 
ing on the illness or the use made of medi- 
cal treatment necessarily presupposes that 
the caseworker has a responsibility for 
understanding and working with an indi- 
vidual on the problems connected with his 
illness. 

The question then becomes one of de- 
termining the exact area and the special- 
ized methods appropriate to the caseworker. 
In this issue we have collected several 
papers on medical social casework which 
should be of assistance to us in this re- 
spect. Their publication here has been 
made possible by the interest of the Ameri- 
can Association of Medical Social Workers 
in furthering thoughtful analysis of the 
problems of casework with the ill person. 
All the papers were originally presented 
at the 1946 National Conference of Social 
Work. Dr. Margolis’ and Miss Hertzman’s 
were part of the Health Section while the 
others were planned by the A. A. M. S. W. 

Medical social work is wholly concerned 
with the problems of illness and operates 
as an integral part of the medical care 
being given. The medical social worker’s 
interest in the patient’s behavior as an ill 
person and in the meaning of the treat- 
ment to him will be more specific than will 
that of the caseworker outside the medical 
institution. The ways in which this under- 
standing is used may seem to differ, but 
only in the details of the application of 
casework concepts and not in the basic 
concepts themselves. The general kind of 
understanding of illness and the general 
principles of its use in the casework process 
should be the same for all caseworkers. 

Dr. Margolis’ paper clarifies some of the 
issues in the old and yet newly applied 
“ psychosomatic” approach in medicine. 
Because this approach is so concerned with 
the individual’s psychological adjustments, 
it is particularly important for caseworkers 
to understand its meaning to medicine and 
to find their place in relation to it. Miss 
Hertzman’s article demonstrates how the 
informed and understanding caseworker 
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can work with the physician in a truly co- 
operative handling of the total medical 
care. The paper by Mrs. Rothstein gives 
some further emphasis to an approach in 
casework based upon full recognition of 
the patient as a physically and emotionally 
functioning unit. Those by Mrs. Moss and 
Miss Schless have no reference to “ psycho- 
somatic medicine” as such. Their contri- 
bution is in showing the sensitivity to 
a wide range of social needs which the 
caseworker must display, always in direct 
relation to the patient’s specific medical 
requirements. 

The papers contain many other points 
of importance. Readers will find them 
valuable and helpful according to their 
special interests. A thoughtful reading of 
each, however, should emphasize for us all 
the fact that the new understanding of the 
patient which both medicine and _ social 
work are contributing is new in depth and 
exactness rather than being new in kind. 
Similarly, the way in which this increased 
understanding of the patient is used does 
not indicate a need to change our basic 
casework concepts. Sensitivity to the indi- 
vidual, to the effect upon him of the medi- 
cal situation, is still and has always been 
paramount. The casework process of help- 
ing the patient to find himself and to work 
out the solution according to his own needs 
stands up under the test of new knowledge 
as being basically sound. 


MurieEt GAYFORD 


Change in Index 


Along with the other changes made in 
the JouRNAL OF SocIAL Casework this year, 
we have decided to run our volumes from 
January to December, instead of March to 
February, as has been customary in the 
past. Consequently this is the last number 
of Volume XXVII and the index will be 
found on pages 329-331. 

The suggestion of changing our volume 
to coincide with the calendar year has 
come from many quarters. We trust that 
this change will facilitate the use of the 
JourNAL oF SoctaL CAsEworK as a refer- 
ence source. 
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Book Reviews 


PSYCHOANALYTIC THERAPY: Principles and Ap- 
plication: Franz Alexander and Thomas M. 
French. 353 pp., 1946. The Ronald Press Co., 
Nev. York, or the JOURNAL oF SoctAL CAsEworK. 

Few psychiatrists can remain complacent in the 
face of the time-consuming methods at present 
necessary to achieve successful therapy. The task 
that was set military psychiatrists, of devising rapid 
methods of treatment for large numbers of men, 
has lent added impetus to the search for an abbre- 
viated therapy. This volume therefore should be 
read with interest by all those who are social- 
minded enough to recognize how vast a proportion 
of our population is without benefit of adequate 
psychiatric care. The volume is intended for 
“ psychiatrists, psychoanalysts, psychologists, general 
physicians, social workers, and . . . all whose 
work is closely concerned with human relation- 
ships.” While part of the discussion, especially 
that devoted to radical innovations in technique, 
will be appreciated fully only by those who have 
toiled patiently along more orthodox lines, the 
volume is so orderly in plan and so lucid in pres- 
entation that it can be read with profit by a much 
wider circle of informed readers. 

Through skilful application of psychoanalytic 
principles the authors claim to have perfected a 
mode of therapy which curtails materially the time 
required to effect results and one applicable not 
only to acute cases wherein situational factors pre- 
dominate in the etiology, but also to those with 
deep-seated disturbances customarily considered 
amenable only to psychoanalysis. Speedy evalu- 
ation of the individual, of his problem, and of 
helpful or deleterious influences in his environ- 
ment; prompt formulation of the structure of the 
disturbance and, accordingly, of the strategy to be 
followed in treatment; emphasis on current con- 
flicts rather than on the recovery of early mem- 
ories; manipulation of the transference situation, 
so that only certain tendencies are allowed free 
play and others are diverted or covered up; con- 
centration on one problem at a time; solution of 
the major conflict, on the assumption that sub- 
sidiary conflicts will thereafter resolve themselves; 
flexibility in the frequency and continuity of 
therapeutic sessions—these are some of the meas- 
ures employed to achieve the results reported. 

The twenty-odd cases that were successfully 
treated, which form the basis of this report, offer 
a challenge to any practicing psychiatrist. The 
case histories give evidence of remarkable deftness 
and of illuminating insight on the part of the 


var rapists. This having been granted, 
how , certain qualifications are in order. In 
the first place, the application of psychoanalytic 
principles in briefer modes of therapy is not novel; 
it has been utilized by analysts in clinic and pri- 

te practice for some time, and gratifying results 
have not been unknown. Second, a glaring omis- 
sion in an otherwise carefully planned and executed 
report must be noted. The conclusions are based 
on some five to six hundred cases observed since 
1938; yet the fate of only some twenty is dealt with 
in this volume. Since the authors concede that 
psychoanalysis is indicated in some instances, it 
seems of crucial importance to know what the fate 
of the rest of the cases was. A study of failures 
and an elucidation of the reasons for failure might 
provide a valuable companion piece to the present 
volume. Finally, since the volume is addressed to 
a varied circle of readers, it might be well to stress 
that enthusiasm for a technique, which in skilled 
hands yielded such brilliant results, should be 
tempered by a realization that in unskilled hands 
it may, like the surgeon’s scalpel, do irreparable 
harm. 

Exception might be taken to some of the argu- 
ment employed to justify deviations from orthodox 
technique; limitation of space does not allow, how- 
ever, for discussion of this. 


WILLIAM NEEDLEs, M.D. 
New York, N. Y. 


PERSONALITY IN  ARTERIAL HYPERTENSION: 
C. A. L. Binger, N. W. Ackerman, A. E. Cohn, 
H. A. Schroeder, and J. M. Steele. 227 pp., 
1945- The American Society for Research in 
P.ychosomatic Problems, New York, or JOURNAL 
OF SocIAL CAsSEWorRK. $3.00. 

It is generally admitted that psychic factors play 
some part in essential hypertension. Thus, it is 
always emphasized that we must allow for the 
emotional element in individual blood pressure 
readings. It is also well known that rest and 
reassurance play a large part in the medical 
management of hypertensive patients, both in relief 
of symptoms and in reduction of the blood pres- 
sure level. The early symptoms of hypertension 
are often exactly those of a psychoneurosis. Emo- 
tional stress at times seems to precede the onset 
of hypertension, and anxiety bears a close relation- 
ship to the aggravation of existing symptoms in 
hypertension. Personality study often reveals a 
deep-seated conflict that seems to stand in close 
relationship to this anxiety. 
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In an effort to throw further light on this sub- 
ject, Binger and his associates published this 
monograph containing the detailed psychological 
and physiological studies of twenty-four patients 
with hypertension. No effort is made to prove 
“ psychogenesis ”"; on the contrary, the authors 
wisely refrain from drawing conclusions regarding 
the role of psychic factors in the development 
of essential hypertension. Minute observations re- 
garding the psychological material are contained 
in the first case, studied by psychoanalysis, and 
much corroborative material is obtained from the 
other patients who were interviewed by Doctors 
Binger and Ackerman. 

A particular configuration of tendencies was 
consistently found and an approximate composite 
picture of the personality and its development 
described. Regarding this personality they say 
that “the failure of the integrative functions of 
personality, the inadequacy of the characteristic 
defenses against anxiety, the insufficiency of the 
repressive mechanisms and the inability to develop 
an organized neurosis, rather than the nature of 
the underlying ‘ instinctive’ drives, are what appear 
to differentiate this disorder from other seemingly 
similar ones.” 

The authors suggest that the disorder of the 
personality and the inherent predisposition to de- 
velop a vascular disorder may only be different 
aspects of the same fundamental pathological 
process. 

It is careful studies of this nature which will 
help us to understand the extremely complex 
problems of essential hypertension. 

Epwarp WElss, M.D. 
Temple University Medical School 
Philadelphia, Pa. 


PSYCHIATRIC SOCIAL WORK WITH INSULIN- 
TREATED PATIENTS: Minna Field. 43 pp., 1945. 
Limited supply available from Minna Field, 
Social Service Department, Montefiore Hos- 
pital, Gunhill Road and Bainbridge Avenue, 
New York, N. Y. 25 cents. 


Mrs. Field gives a convincing account of the 
value of intensive psychiatric social work with 207 
dementia praecox patients treated with insulin at 
the Brooklyn State Hospital. She shows that pre- 
convalescent planning and __post-hospitalization 
follow-up facilitate the process of adjustment and 
avoid or postpone recurrences. The rather unusual 
presentation of significant findings at the beginning 
of the report serves to arouse the interest of the 
busy reader in the body of the paper. 

In general, the statistical treatment of the data 
is adequate. The comparison between the group 
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receiving intensive casework by the research unit 
and the matched group of patients routinely 
released from the hospital is sound in most 
respects. However, the two groups are not com- 
pa.ed for age and sex differences in respect to such 
variables as number released, number returned, 
and level of usefulness. One wonders if such 
analysis of the data might point toward special 
groups that would benefit particularly by intensive 
casework. 

There is an excellent description of such inten- 
sive social work as it was done by the research 
unit, showing the joint planning by, and co-opera- 
tion between, psychiatrist and social worker. The 
values of the program which cannot be measured 
statistically—to the hospital, to the psychiatrist, to 
the patient, and to his family—are effectively pre- 
sented and should interest all social workers who 
wish to make convalescence a continuing process 
toward recovery. 

ALICE F. RAYMOND 
Research Associate 
Austen Riggs Foundation 
Stockbridge, Mass. 


VOLUNTEER CASE AIDES IN MEDICAL SOCIAL 
WORK: 120 pp., 1946. United Hospital Fund 
of New York, 360 Lexington Avenue, New 
York, N. Y. $2.00. 


In this book the Committee on Publications of 
the Volunteer Case Aide Project reports on a joint 
project of the United Hospital Fund of New York 
and the North Atlantic District of the American 
Association of Medical Social Workers. The project 
was initiated in 1943 in order to translate into 
action the desire of volunteers to give service. The 
role of the volunteer was seen as carrying such 
assignments with respect to individual cases as 
would “free the social worker from that part of 
her job which does not require professional skills 
and techniques.” Such use of case aides is not 
regarded by the committee as a war-limited activity. 

The book outlines the background of the project, 
describes the methods of selecting, training, and 
placing aides, and evaluates the procedures fol- 
lowed. Several papers presented at the 1914 
National Conference of Social Work are included 
as well as recruiting literature, book lists, and 
specific material of this sort. 

While anyone interested in the role of volunteers 
in social work will want to read this publication, 
its chief value will be as a valuable handbook for 
any group in setting up a training program for 
case aides in medical social service. 

A. W. S. 
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